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| Mission

Partners for Health Reformplusis USAID’ s flagship project for health policy and health system
strengthening in developing and transitional countries. The five-year project (2000-2005) builds on the
predecessor Partnerships for Health Reform Project, continuing PHR's focus on health policy, financing,
and organization, with new emphasis on community participation, infectious disease surveillance, and
information systems that support the management and delivery of appropriate health services. PHRplus
will focus on the following results:

A

I mplementation of appropriate health system reform

Generation of new financing for health care, as well as more effective use of existing funds
Design and implementation of health information systems for disease surveillance
Delivery of quality services by health workers

Availability and appropriate use of health commodities
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Dear future National Health Accounts trainer,

The Partners for Health Reformplus (PHRplus) project is pleased to present this National Health
Accounts (NHA) Training Manual. The short-term objective of the manual is, asits name implies, to train
NHA trainers. As such, it fulfills the need for guidance on teaching the NHA methodology that has been
voiced by numerous NHA teams. Its longer-term objective is to contribute to the creation of a cadre of
academic and technical experts on the subject of NHA and thereby increase the accessibility and use of the
methodol ogy worldwide. The manual — a compl ete toolkit with lectures, PowerPoint presentations, interactive
exercises, and supplemental readings —was produced by the NHA team of the U.S. Agency for International
Devel opment-funded PHRplus project and follows closely the internationally accepted methodology presented
in the Guide to Producing National Health Accounts with special application for low-income and middle-
income countries, arecently published reference on NHA.

Many countries around the world are reforming their health systemsin an effort to improve the
efficiency and management of health services aswell as the equitable distribution of these services,
particularly among the poor. NHA isacrucia tool for optimizing resource alocation. It is designed
specifically to assist policymakersin their efforts to understand their health systems and to improve system
performance by ascertaining the inefficiencies in the system; monitoring health expenditure trends; and using
globally accepted indicators to compare their country’ s health system performance to that of other countries.

PHRplus and its partners have been in the forefront of conducting NHA worldwide and refining the
methodology to suit the developing country context. The project has coordinated regional and in-country
trainings for more than 45 middle- and low-income countries. In the process, PHRplus has become quite
familiar with the unique challenges and issues that arise when implementing NHA in developing countries.
Using this experience as well as the Guide to producing national health accounts, the project’s NHA team has
incorporated their training tools into this manual. It is hoped that the manual will assist existing and new NHA
teams as well as academic researchers worldwide in learning and teaching the methodology, and ultimately
facilitating institutionalization and replication of NHA in more countries.

On behalf of PHRplus, | hope that you find this manual useful in your endeavor to impart the
methodology to others.

Sincerely,

Nancy Pielemeier, DrPH
Project Director
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Orientation to the National Health Accounts
Trainer’'s Manual

I The Need for National Health Accounts Training Materials

With health systems growing in scope and complexity, policymakers need tools such as National
Health Accounts (NHA) to manage their health care resources. NHA is a globally accepted framework
and approach for measuring total — public, private, and donor — national health expenditures. Conducting
NHA provides crucial financia information to health care decision makers, because it answers important
guestions such as: Who in the country finances health services? How much do they spend? On what type
of services? Who benefits from these health expenditures?

To date, more than 68 countries worldwide have implemented the methodol ogy and numerous
others are about to follow suit. While some of these are the high-income countries of the Organization for
Economic Cooperation and Development (OECD), NHA isincreasingly being adopted by middle- and
low- income countries around the world for use as an essential policy tool. The NHA methodology is
particularly suited to the unique health sector environments and challenges exhibited in these countries,
where financial information systems may not be readily developed, datafrom the private sector may not
be forthcoming, and the general size of the health system may not have been previously estimated.

To facilitate adoption of NHA, the United States Agency for International Devel opment
(USAID)-funded Partners for Health Reformplus (PHRplus) project devel oped this manual to assist NHA
trainers from low- and middle-income countries to design and conduct NHA trainings both in their own
countries and at regional workshops, where multiple countries train together.

The manual is intended to accompany the recently published the Guide to producing National
Health Accounts with special application for low-income and middle-income countries, a reference book
on the latest internationally accepted technical developments for persons who conduct health accountsin
developing countries. The manual aims to fulfill the worldwide need for guidance on teaching the NHA
methodology. It has been pre-tested at four regional and in-country training sessions, and feedback from
workshop participants and trainers has been incorporated into it.
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I Using the Manual

Target audiences

The manual assists trainers to impart comprehensive theoretical knowledge as well as practical
classroom experience regarding NHA to workshop participants. It contains training material for both
trainers and trainees.

Trainers

An NHA trainer ideally has had both formal training in the NHA methodology and practical
experience in doing the NHA analysis at least once.

Trainees

Participants are expected to be primarily potential NHA team members and/or researchers who
will need the extensive theoretical and practical information contained in this manual. In addition, the
manual can be adapted to deliver an overview of NHA to policymakers, Ministry of Health (MOH) staff,
and other audiences who would benefit from understanding NHA even though they would not perform
the analysis.

Obijective of the training

By the end of these training workshops, the trainer will have prepared participants who are
potential NHA team members and/or researchers to participate in an NHA team. Senior decision makers
will possess sufficient knowledge about NHA to use the findings presented by NHA teamsin their
policymaking about health care financing.

Training approach

The manual presents guidelines on how to introduce the concepts and methodology of NHA in an
easily comprehensible manner. At the same time, the manual alows the trainer considerable flexibility to
modify the materials to accommodate the level of technicality to the target audience and to incorporate
country- or region-specific issues into the content of an individual training program. The manual suggests
an interactive approach that simulates real-life scenarios and methodol ogical challenges that facilitate
understanding of NHA.

The manual’ s content is intended to help the trainer with both technical information and teaching
methodology. Readings and lectures introduce technical material; exercises, discussion questions, and
case studies developed from real-life NHA experiences present issues to generate group discussion and
consider technical content from different points of view. Thisinteractive, “hands-on” learning reinforces
participants' understanding of NHA by asking them to practice their new knowledge and anticipate
challenges they will face in conducting NHA.

Content
Thetechnical content and exercises are presented in nine units:
m  Conceptual Overview of NHA
= Planning the NHA Process
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m Defining Expenditures and Boundaries

m  Understanding Classifications and the NHA Framework
m Collecting Data

m Organizing Datafor Filling in the Tables

= Applying the Methodology: An NHA Case Study

m Interpreting the Results and Policy Implications

m Ingstitutionalizing NHA

In addition to presenting and practicing the methodology, the trainer can aso use the workshop as
avenue to help country teams advance their country’s NHA, by assisting them to build consensus on
developing aworkplan; clarifying the NHA team and steering committee organogram,; defining a set of
boundaries, classifications, and framework; and, finally, developing a data collection plan.

The units are ordered to follow the chronology of the NHA process. Aswill be seen in the sample
workshop agendas given later in this orientation section, the units need not be taught in that order but
rather according to the needs and skills of workshop participants. For example, while policy implications
are the topic of Unit 8 because they involve the results of the NHA process, atrainer may find it
appropriate to discuss policy implications early in the training if the participants are unaware of this
ultimate use of NHA findings.

Organization of the manual
The manual is organized into four modules:
m  Module 1: Guidelines for Trainers, by unit
= Module 2: Print-outs of Powerpoint Presentations, by unit
= Module 3: NHA Exercises and Handouts, for distribution to participants
= Module 4: CD-ROM, containing PowerPoint presentations and NHA resources

It is recommended that the trainer first review the technical material and guidelines in each
topical unit in Module 1. The guidelines suggest how each topic should be introduced to participants. The
units also contain discussion and exercise questions intended to help participants to better grasp the
technical concepts. The trainer can customize the curriculum to the audience.

Module 2 contains a paper copy of the PowerPoint presentations for each unit. Accompanying
notes are intended to help the trainers during the delivery of their presentations. The presentations should
be modified to reflect changes that the trainer makes to the guidelines.

Module 3 is amaster copy of the NHA Exercise and Handout Book that each workshop
participant should receive. These exercises and case studies are designed to reinforce the concepts
introduced in the presentations and provide participants a flavor of the real-life methodological scenarios
that they are likely to encounter when implementing NHA.. Each discussion and application question
givenin Module 1 isincluded in the exercise and handout book. This book is divided into three sections:
“questions’ “answers,” and “handouts.”

Module 4 isa CD that contains NHA resources and all the PowerPoint presentations in Module 2.
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Teaching each unit

The manual recommends that the trainer begin each unit with an interactive lecture aided by the
PowerPoint dlides, followed by the trainees doing the exercise(s), followed by areview of the exercise
answers, and group discussion.

Materials needed for NHA training

Participant binder:

Q

0o 0 0O 0 0 0 O

Binders

PowerPoint handouts (two per page)

Exercise and Handout Book

Designed labels for cover of binder, binder spine, and CD

Dividers with pockets (# of needed dividers = # of days of training-1)
Copy of agenda

Copy of participant list

CDs

Additional participant materials:

Q

Q
a
a

Calculators

Pencils

Pens

Note pads for participants

General training materials:

Q

0o 000D 000D OO

Markers and flip charts and flip chart stands for documenting discussions and exercises
Overhead projector for the case studies

L CD projector for PowerPoint presentations

Photocopied transparency of theinitial tables for the case studies

Name tags

Masking tape

Hole puncher

Stapler

Participant certificates

Post-it notes

Extra packets of paper (copy machine, computer/internet rentals)
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Timeframe for the workshop

Past workshops show that five to seven daysis an optimal timeframe for teaching all the unitsin
this manual. The exact timeframe depends on the participants’ prior knowledge of the NHA methodol ogy,
their learning styles, and the size of the class.

Two sample training agendas are included: one for aregional workshop, attended by participants
from multiple countries, and the other for an in-country workshop, where most participants will be
potential members of that country’s NHA team and/or national researchers.

Thetrainer should note that the suggested agendas do not teach the unitsin the order they are
arranged in Module 1, i.e., according to the chronology of the NHA process. As an example of the
flexibility of the NHA curriculum, they are arranged according to the needs, interests, and prior level of
knowledge of the participants.
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| Participant Information Sheet

1) What NHA topics are you most interested in learning? Please check as many as necessary.

s Overal conceptual NHA framework

s Planning for NHA

m  Understanding the main components

m Financing sources

s Financing agents

m  Uses

m Classification and boundaries of health expenditure definitions
m Detailed analysis of the core tables/matrices

m ldentifying sources of information for data (data collection)

= |dentifying data gaps and overcoming them

m Filling inthetables

s Policy implications

s Policy sub-analyses (e.g., HIV/AIDS, regional health accounts)
m Institutionalization

2) What do you know about NHA? Please explain briefly the extent of your knowledge.

3) What is your area of work expertise (e.g., government accounting, health financing, epidemiology,
medicine)?

Orientation to the NHA Training Manual — Participant Information Sheet






| Sample Agendas

I Sample Agenda for Regional NHA Workshop

This sample agendais for five days. Thistimeline might need to be extended if the trainer is
tasked to do additional presentations, for example, on NHA subanalyses.

Day-1

9:00 —9:30 am

9:30—-10:30 am

10:30—11:00 am

11:00 am —12:30 pm

12:30-1:30 pm
1:30-2:30 pm
2:30—-3:00 pm

3:00 — 5:00 pm

Introduction and pre-test
Objectives of training: Review of agenda

Conceptual overview of NHA

m  Definition

m  Policy purpose

m  Outline of tables

Teaand coffee break

Policy use of NHA

m  Policy “impact” of NHA around the world
= Interpreting NHA results

m  Designing NHA to address policy uses
Group exercises

Lunch break

Continuation of policy exercises (report back and discussion)

Tea and coffee break

Status of NHA in the region and principal regional policy issues
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Day-2

9:00-10:30 am

10:30—11:00 am

11:00 — 11:30 pm
11:30-12:30 pm

12:30—-1:30 pm

1:30 — 3:00 pm

3:00 —3:30 pm

3:30 —5:00 pm

Concepts of expenditures

What constitutes “ expenditure”?

What are the boundaries of health expenditures?
Criteriafor determining boundaries

Space boundaries

Functional boundaries

Time boundaries

Functional definitions of health

Includes group exercises

Teaand coffee break

Continuation of expenditure boundary exercises (report back and discussion)
Classifications: ICHA and the flexibility of NHA

Lunch break

Classifying financing sources and financing agents

m  Financing sources

m  Financing agents

m  Setting up the financing sources to financing agents table

Includes exercises (can also classify health care entities in countries new to
NHA)

Tea and coffee break

Classifications: Providers and functions; reading the tables

m  Providers

m  Functions

m  Setting up and reading the principal and additional NHA tables

Includes exercises (can also classify health care entities in countries new to
NHA)

Orientation to the NHA Training Manual — Sample Agendas
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Day-3

9:00-10:30 am
10:30-11:00 am

11:00—12:30 pm

12:30—1:30 pm
1:30—-3:00 pm
3:00-3:30 pm

3:30 — 5:00 pm

Continuation of classification exercises for Providers and Functions

Tea and coffee break

Planning the NHA process

Building the foundation for NHA

Setting up the team

Organizing the core team and steering committee
Develop the workplan

Includes exercises: countries should draw up a tentative workplan and team
organizational chart.

Lunch break

Continuation of exercises for planning the NHA process

Teaand coffee break

Collecting data

Sources (advantages and disadvantages)
Primary and secondary sources
Elements to be included in some surveys
Making adata plan
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Day-4

9:00-10:30 am

10:30 - 11:00 am
11:00 — 12:00 pm
12:00 — 1:00 pm

1:00-3:00 pm

3:00 — 3:30 pm

3:30 —5:00 pm
Day-5

9:00-10:30 pm
10:30—11:00 pm
11:00 - 1:00 pm
1:00 —2:00 pm

2:00 —3:30 pm

3:30—4:00 pm
4:00—4:30 pm

4:30 - 5:00 pm

Interpreting the data for filling in the FS x FA and FA x Ptables
m  Genera approach to filling in the tables

Stepstofilling in the FS x FA table

Stepsto filling in the FA x Ptable

Resolving data conflicts

Avoiding double-counting

Teaand coffee break
Continuation of discussion on filling in the tables
Lunch break

Setting the context for Susmania
m  Susmaniacase study I: Filling in the FSx FA table

Tea and coffee break

Susmania case study |lI: Interpreting the datafor the FA x P table

Filling in the FA x Func and P x Func tables

Teaand coffee break

Susmania case study 111 Filling in the FA x Func and P x Func tables
Lunch break

Institutionalization

m  Necessary steps for ingtitutionalization

m  Systemizing the procedures for data collection

m Issuesthat countriesin the region are facing in institutionalizing NHA
Post-test

Evaluation of training

End of training

Orientation to the NHA Training Manual — Sample Agendas
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I Sample Agenda for an In-country NHA Training

This sample agendais for five days. Thistimeline might need to be extended if thetrainer is
tasked to do additional presentations, for example, on NHA sub-analyses.

Day-1
9:00—-9:30 am Introduction and pre-test
9:30-10:30am Conceptual overview of NHA
m  Definitions and purpose
m  Outlinethe tables
10:30—-11:00 am Teaand coffee break
11:00 — 12:00 pm Policy use of NHA
m  Policy “impact” of NHA around the world
= Interpreting NHA results
Includes group exercises
12:00 — 1:00 pm Lunch break
1:00—-2:00 pm Continuation of policy exercises (report back and discussion)
2:00—-2:30 pm Teaand coffee break
2:30—-5:00 pm Policy design of country’s NHA

m  Findings from the launch conference of stakeholders (should take place
before training)

m  How the country’s NHA will be designed to accommodate those policy
priorities

m  Role of the steering committee: Keeping them informed
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Day-2

9:00-10:30 am

10:30—11:00 am
11:00 - 11:30 pm
11:30-12:30 pm
12:30—-1:30 pm

1:30 — 3:00 pm

3:00—3:30 pm

3:30 — 5:00 pm

Concepts of expenditures

What constitutes “ expenditure”?

What are the boundaries of health expenditures?
Criteriafor determining boundaries

Space boundaries

Functional boundaries

Time boundaries

Functional definitions of health

Includes group exercises

Teaand coffee break

Continuation of expenditure boundary exercises (report back and discussion)

Classifications: ICHA and the flexibility of NHA

Lunch break

Classifying financing sources and financing agents

m  Financing sources

m  Financing agents

m  Setting up the financing sources to financing agents table

Includes exercises. Classify entities in the country according to financing
sources and financing agents

Teaand coffee break

Continuation of classification group exercise: Identifying and coding the
country’ s financing sources and financing agents

Orientation to the NHA Training Manual — Sample Agendas
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Day-3

9:00-10:00 am

10:00 —10:30 am
10:30 —12:00 pm
12:00 — 1:00 pm

1:00 - 2:30 pm

2:30—-3:00 pm

3:00 — 5:00 pm

Classifications: Providers and functions, reading the tables

m  Providers

= Functions

m  Setting up and reading the principal and additional NHA tables

Includes exercises: Classify the providers and functions

Teaand coffee break

Continuation of classifying the providers and functions

Lunch break

Planning the NHA process

m  Building the foundation for NHA

m  Setting up the team

m  Organizing the core team and steering committee

m  Developing the workplan

Includes exercises. Drawing up a tentative workplan and team organogram

Teaand coffee break

Continuation of exercises for planning the NHA process

Orientation to the NHA Training Manual — Sample Agendas
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Day-4

9:00-10:00 am

10:00 — 10:30 pm
10:30—-12:30 pm
12:30-1:30 pm

1:30 — 3:00 pm

3:00 — 3:30 pm

3:30-5:00 pm

Collecting data

m  Sources (advantages and disadvantages)
m  Primary and secondary sources

m  Elementsto be included in some surveys
m  Developing adataplan

Teaand coffee break
Developing the country’ s data plan
Lunch break

Interpreting the data for filling in the FSx FA and FA x Ptables
m  Genera approach to filling in the tables

Stepsto filling in the FS x FA table

Stepstofilling in the FA x P table

Resolving data conflicts

Avoiding double-counting

Tea and coffee break

Susmania case study: Setting the context for Susmania and filling in the FS x

FA table

Orientation to the NHA Training Manual — Sample Agendas
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Day-5

9:00 —10:30 am
10:30 —11:00 am
11:00-12:30 pm
12:30-1:30 pm
1:30 - 3:00 pm
3:30 — 4:30 pm

3:30 — 4:30 pm

4:30—-5:00 pm

5:00 — 5:15 pm

Susmania case study: Interpreting the data for the FA x P table
Teaand coffee break

Susmania case study: Filling in the FA x Func and P x Func tables
Lunch

Susmania case study: Filling in the FA x Func and P x Func tables
Teaand coffee break

Institutionalization

m  Necessary steps for institutionalization

m  Systemizing the procedures for data collection

m  What is country doing for institutionalization?

Post-test

Evaluation of training

Orientation to the NHA Training Manual — Sample Agendas
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Pre-test for National Health Accounts
Training

Directions: Please answer the following questions. Outline or bullet form is acceptable.

I Concept of NHA

1) What is the purpose of NHA?

2) Please explain the following terms; financing source, financing agent, provider, and function.
Give an example of each.

I Boundaries and Expenditures

3) Exercise: Rahim, who is employed in the formal sector and is a member of the Social Security
Commission (SSC), iscritically injured at work. The injury requires his hospitalization at Al
Basheer Hospital. During his hospital stay, Rahim receives some compensation from
Workmen's Compensation Fund. Separate from the fund, he also receives some financial
support (welfare) from the Ministry of Health and Social Services (MOH). After an extended
hospitalization, during which agreat deal of expense isincurred by the MOH, Rahim’'s
relatives (both in cash and in-kind by helping to care for him at night), and his former
employer, Rahim dies. Family members and the SSC pay the funeral expenses.

= When doing NHA, which of the following expenditures do you include? There are no right
or wrong answers, but please justify your answers.

Orientation to the NHA Training Manual — Pretest for NHA Training 19



Compensation received from the Workmen's Compensation Fund?
Welfare payments from MOH?

Hospital expenses?

0o 0 0O O

Funeral expenses?

I Classifications

4) How would you classify traditional healer charms that are bought with the intention of
improving health? (Use table below if needed)

Code Description
HC.1 Services of curative care
HC.1.1 Inpatient curative care
HC.1.2 Day cases of curative care
HC. 1.3 Outpatient curative care
HC. 131 Basic medical and diagnostic services
HC.1.3.2 Outpatient dental care
HC.2 Services of rehabilitative care
HC.3 Services of long-term nursing care
HC.4 Ancillary services to medical care
HC.4.1 Clinical laboratory
HC.4.2 Diagnostic imaging
HC.4.3 Patient transport and emergency rescue
HC.5 Medical goods dispensed to outpatients
HC.5.1 Pharmaceuticals and other medical non-durables
HC.5.1.1 Prescribed medicines
HC.5.1.2 Over-the-counter medicines
HC.5.1.3 Other medical non-durables
HC.6 Prevention and public health services
HC.7 Health administration and health insurance
HC.n.s.k HC expenditure not specified by any kind
HCR.1-5 Health-related functions
HCR.1 Capital formation for health care provider institutions
HCR.2 Education and training of health personnel
HCR.3 Research and development in health
HCR.4 Food, hygiene, and drinking water control
HCR.5 Environmental health
HCR. n.s.k HCR expenditure not specified by any kind

Note: HC = health care, HCR = healthcare-related
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J Filling in the NHA Tables

5a) When filling in the tables, which “dimension” (FS, FA, P, or Func) should the team start
with?

5b) Which table should be done first?

6) You areworking on the FSx FA table and are faced with the following scenario:

The MOH reimburses the regional government (not the regional government hospitals!) for
services that the government coordinates and delivers to the poor. Which entity would be
considered the “source of funds’ and which would be the “financing agent” ? Why?
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Post-test for National Health Accounts
Training

Directions: Please answer the following questions. Outline or bullet form is acceptable.

J Concept of NHA

1) What isthe purpose of NHA?

2) Please explain the following terms: financing source, financing agent, provider, and function.
Give an example of each.

I Boundaries and Expenditures

3) Exercise: Rahim, who is employed in the formal sector and is a member of the Social Security
Commission (SSC), iscritically injured at work. The injury requires his hospitalization at Al
Basheer Hospital. During his hospital stay, Rahim receives some compensation from
Workmen’s Compensation Fund. Separate from the fund, he also receives some financial
support (welfare) from the Ministry of Health and Social Services (MOH). After an extended
hospitalization, during which agreat deal of expenseisincurred by the MOH, Rahim’s
relatives (both in cash and in-kind by helping to care for him at night), and his former
employer, Rahim dies. Family members and the SSC pay the funeral expenses.

m  When doing NHA, which of the following expenditures do you include? There are no
right or wrong answers, but please justify your answers.

o Compensation received from the Workmen’s Compensation Fund (for lost wages)?

o Waelfare payments from the MOH?
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O Hospital expenses?

0 Funera expenses?

I Classifications

4) How would you classify traditional healer charms that are bought with the intention of
improving health? (Use table below if needed)

Code Description
HC.1 Services of curative care
HC.1.1 Inpatient curative care
HC.1.2 Day cases of curative care
HC. 1.3 Outpatient curative care
HC.131 Basic medical and diagnostic services
HC.1.3.2 Outpatient dental care
HC.2 Services of rehabilitative care
HC.3 Services of long-term nursing care
HC.4 Ancillary services to medical care
HC.4.1 Clinical laboratory
HC.4.2 Diagnostic imaging
HC.4.3 Patient transport and emergency rescue
HC.5 Medical goods dispensed to outpatients
HC.5.1 Pharmaceuticals and other medical non-durables
HC.5.1.1 Prescribed medicines
HC.5.1.2 Over-the-counter medicines
HC.5.1.3 Other medical non-durables
HC.6 Prevention and public health services
HC.7 Health administration and health insurance
HC.n.s.k HC expenditure not specified by any kind
HCR.1-5 Health-related functions
HCR.1 Capital formation for health care provider institutions
HCR.2 Education and training of health personnel
HCR.3 Research and development in health
HCR.4 Food, hygiene, and drinking water control
HCR.5 Environmental health
HCR. n.s.k HCR expenditure not specified by any kind
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| Filling in the NHA Tables

5a) When filling in the tables, which “dimension” (FS, FA, P, or Func) should the team start
with?

5b) Which table should be done first?

6) You are working on the FS x FA table and are faced with the following scenario:

The MOH reimburses the regional government (not the regional government hospitals!)
for services that the government coordinates and delivers to the poor. Which entity would
be considered the “source of funds’ and which would be the “financing agent” ? Why?
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Post-test for National Health Accounts
Training — Answer Key

Directions: Please answer the following questions. Outline or bullet form is acceptable.

J Concept of NHA

1) What isthe purpose of NHA?
Use: Methodology used to determine a nation’ s health patterns.
Describes the FLOW of funds through a health system. It answer the questions:
a Who finances health care?
o How much do they spend?

0 Wheredo their health funds go, i.e., what is the distribution among providers and
ultimately among services provided?

0 Who benefits from this health expenditure pattern?

Purpose: MOST IMPORTANT — To contribute to the health policy process. Can lead to
better informed health policy decisions and avoid potentially adverse policy choices. (The
standardized methodology also benefits donors (in their funding allocation decisions) and
international researchers (to further the field of international devel opment)

2) Please explain the following terms: financing source, financing agent, provider, and function?
Give an example of each.

Financing Sour ces: Entity that provides health funds
Answers: “Where does the money come from?”’
Examples: MOF, households, donors

Financing Agents. Have the power and control over how the funds are used, i.e.,, HAS
PROGRAMATIC RESPONSIBILITIES
Answers: “How are funds organized and managed?’ Formerly known as *financing
intermediaries’ receive funds from sources and use them to pay for health services,
products (e.g., pharmaceuticals) or activities
Examples: MOH, insurance companies

Providers: Entities that provide or deliver health care and health related services.
Answers. “Who/where” provides the services?
Examples: Hospitals, clinics, pharmacies

Functions: Actual service or activities delivered by providers
Answers: “What type of service, product, or activity was actually produced?’
Examples: Curative care, pharmaceuticals, outpatient care, prevention programs
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I Boundaries and Expenditures

3) Exercise: Rahim, who is employed in the formal sector and is a member of the Social Security
Commission (SSC), iscritically injured at work. The injury requires his hospitalization at Al
Basheer Hospital. During his hospital stay, Rahim receives some compensation from
Workmen’s Compensation Fund. Separate from the fund, he also receives some financial
support (welfare) from the Ministry of Health and Social Services (MOH). After an extended
hospitalization, during which agreat deal of expenseisincurred by the MOH, Rahim’s
relatives (both in cash and in-kind by helping to care for him at night), and his former
employer, Rahim dies. Family members and the SSC pay the funeral expenses.

= When doing NHA, which of the following expenditures do you include? There are no right
or wrong answers, but please justify your answers.

a Do you include: Compensation received from the Workmen's Compensation Fund?
No- because lost wages are not health care expenses. Workmen's Comp. is generally
excluded anyway because it is difficult to determine the proportion that goes into health
care. If the proportion is known, then yes, it can be included.

o Thewelfare support
No- because this financial support isto cover genera living expenses (i.e., food
subsidies) regardless of who is paying. NHA include only funds whose primary purpose
is health. Y ou will just include any fundsthat go directly to health care services.

O The expensesincurred while in hospital ?
Yes.

o Thefunera expenses?
Usually, no. However, in countries where HIVV/AIDS or other epidemics have taken a
financial toll, countries have voted to include this as a“health expenditure.” Also, many
“health insurance” companiesin these countries will cover these costs.
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| Classifications

4) How would you classify traditional healer charms that are bought with the intention of
improving health? (Use table below if needed)

HC. 5.1.3 other medical non-durables or HC.5.1.4 charms (latter is newly created code).

Code Description
HC.1 Services of curative care
HC.1.1 Inpatient curative care
HC.1.2 Day cases of curative care*
HC.1.3 Outpatient curative care*
HC. 131 Basic medical and diagnostic services*
HC.1.3.2 Outpatient dental care
HC.2 Services of rehabilitative care
HC.3 Services of long-term nursing care
HC.4 Ancillary services to medical care
HC.4.1 Clinical laboratory
HC.4.2 Diagnostic imaging
HC.4.3 Patient transport and emergency rescue
HC.5 Medical goods dispensed to outpatients
HC.5.1 Pharmaceuticals and other medical non-durables
HC5.1.1 Prescribed medicines
HC.5.1.2 Over-the-counter medicines
HC.5.1.3 Other medical non-durables
HC.6 Prevention and public health services
HC.7 Health administration and health insurance
HC.n.s.k HC expenditure not specified by any kind
HCR.1-5 Health-related functions
HCR.1 Capital formation for health care provider institutions
HCR.2 Education and training of health personnel
HCR.3 Research and development in health
HCR.4 Food, hygiene, and drinking water control
HCR.5 Environmental health
HCR. n.s.k HCR expenditure not specified by any kind
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| Filling in the Matrices

5a) When filling in the matrices, which “dimension” (FS, FA, P, or Func) should the team begin
with?

FA- start in the middle.
5b) Which matrix should be done first?
FSxFA
6) You areworking on the FS x FA table and are faced with the following scenario:

The MOH reimburses the regional government (and not the regional government hospitals!) for
services that the government coordinates and delivers to the poor. Which entity would be
considered the * source of funds’ and what would be the “ financing agent” ? Why?

The MOH isa FINANCING SOURCE and the regional government isa FINANCING AGENT.
Thisis different than if the MOH were reimbursing the regional government providersdirectly, in
which case the MOH would be the financing agent (since the providers are just pass-through
“contractors” of MOH services). If the regional government is managing the services delivered
to the poor, i.e., receiving the hospital bills, determining the criteria for who is poor, etc., then
the regional government isplaying a larger role and is deemed a financing agent.
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| Evaluation of NHA Training

Which sessions Whict:lzggsions Which exercises
Session Topics did you find MOST . were the MOST
useful? Why? luld e useful?
’ ’ Why? ’

1 | Conceptual overview of NHA
2 | Concepts of expenditures
3 | Policy use of NHA
4 Classifications — ICHA and the flexibility

afforded by NHA
5 Classifying financing sources and

financing agents
6 | Classifying providers and functions
7 | Setting up and reading the tables
8 | Planning the NHA process
9 | Collection of data
10 Interpreting the data for filling in the FS x

FA and FA x P tables
11 Susmania case study — Filling in the FS

x FA table

Susmania case study — Filling in the FA
12

x P table
13 How to fill in the tables for

1) FAx Fand 2) P x Func
14 | Case study — FA x Func and P x Func
15 | Institutionalization of NHA

Please provide any additional comments or suggestions to improve the course on the back of
this sheet.
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| NHA Acronyms

EEC
GHE
HC
HCR
ICHA
MOH
MOHP
NGO
NHA
NSK
OECD
PG
PHRplus
RHA
SC
SHA
SNA
TCEH
THE
USAID
WHO

European Economic Commission

General Health Expenditures

Health Care

Health Care-Related

International Classification of Health Accounts
Ministry of Health

Ministry of Health and Population

Nongovernmental Organization

National Health Accounts

Not Specified by Kind

Organization for Economic Cooperation and Development
“Producers Guide”, i.e., Guide to Producing National Health Accounts
Partners for Health Reformplus

Regional Health Account

Steering Committee

System of Health Accounts

System of National Accounts

Tota Current Expenditures on Health

Total Health Expenditure

United States Agency for International Devel opment
World Health Organization
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| Introduction to Module 1

Module 1 of thisNHA Training Manual is directed to NHA trainers. It first provides them with
severa evaluation resources and then guides them through the training process. Trainers are advised
to thoroughly familiarize themselves with the guidelines in this module before turning their attention
to the other modules.

The majority of the module is organized into nine “teaching” units. Eight of the units describe
the basic principles of the NHA methodology and the process for its introduction, acceptance, and
implementation in countries. Each unit describes a recommended teaching approach and contains
exercises, discussion questions, and/or case studies. An additional unit, Unit 7 a-c, is an extended case
study that allows participants to apply the content of the preceding topical units.

These units are paired with the PowerPoint presentation that is contained in paper copy in
Module 2, and electronically in Module 4. The exercises, discussion questions, and case studies are
repeated in Module 3 (Exercises and Handouts), a copy of which should be given to each participant.

Preceding the training units are various instruments that the trainer will administer to participants
during the training:

m Participant Information Form: These forms should be completed by participants and returned
to the trainer in advance of training, so that the trainer can review participants knowledge of
and interests regarding NHA. A copy of the form isincluded here and can be given to
participants who are not pre-registered on the first day of training.

m Pre- and Post-tests and Test Answer Key: The pre- and post-tests contain an identical set of
guestions on NHA methodology. The trainer can use the test answer key to “grade’ the tests.

Results of the pre-test will give the trainer an idea of the baseline level of participants
understanding of NHA.. Post-test results will help determine how much of the training’s
technical content has actually been retained by the participants. The tests aso are intended to
motivate participants to pay greater attention in class and to develop an understanding of the
NHA methodology.

The pre-test should be administered to participants at the beginning of the training, the post-
test at the end of training (but before the wrap-up session). The trainer should determine if
he/she needs to track progress of individual participants, in which case the participants
should write their names at the top of the test, or for the group of participants asawhole, in
which case participants need not give their names.

s During the wrap-up session, the trainer should give feedback on the learning progress made
by participants as reflected by their scores on the test questions before and after the training.
The graph below offers an example of how to present the test results to the class. This graph
tracks the proportion of students who correctly responded to each question before and after
the NHA training.
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Results of the Pre and Post-test

O Pre-test
E Post-test

% of Class

1 2 3 4 5 6 7 8 9 10

Question

m Training Evaluation Forms: Training should be evaluated in its entirety after training ends,
and it can be evaluated on adaily basis. Daily evaluations allow trainers to closely monitor
participant progress and satisfaction during the ongoing workshop, and thus to immediately
make modifications — reinforce a technical concept, repeat an exercise or discussion, etc. —to
ensure participant comprehension and thus later success of a country’ s implementation of
NHA. A final evaluation is particularly valuable to trainers themselves, to make overall
maodifications from which future workshops will benefit.
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Unit 1: Conceptual Overview of National
Health Accounts

J Learning Objectives

At the end of this unit, participants will:
s Understand the context and reasons for the development of the NHA methodol ogy

= Beableto communicate the basic concept of NHA, what it attempts to measure, and itsrole
asatool for the policy process

m  Recognize the distinctions and similarities of various framework tools for measuring health
expenditure

I Content

m  Setting the context: Overview of health care financing

= Importance of standardized methodology for making international comparisons and drawing
lessons

m Definition of NHA

m  Purposes of NHA

m Basic framework of NHA

s Development of the NHA methodology
s SNA/SHA: How NHA compares

Discussion questions

I Exercises

ITraining Tips

The trainer should open this first workshop session with an informal warm-up exercise that will help
introduce the participants to each other and establish a congenial learning atmosphere. A quick joke or
two will aso help to lighten the mood.

The trainer should point out to participants that all discussion and application questionsin this and
following units also appear in the NHA Exercises and Handouts Book (Module 3). Students may want to
turn to the book to read the questions and to note their own responses as well as those offered by other
participants during group discussion.

The trainer should then move on to presenting the technical content of the session, using the
PowerPoint presentation.
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|. Setting the Context for NHA: The Need for Better Health
Care Financing Information

So that participants understand the need for better health care financing information, it is useful to
discuss the relevance that accurate, complete, and timely financial data have to the ultimate goal of
providing high quality health care. The trainer may begin by asking participants why such information is
helpful to policymakersin their efforts to maximize the effectiveness of their health sectors. In the course
of this discussion, the trainer should make sure the following points are examined.

Headlth care financing is a critical issue for many middle- and low-income nations. Many of these
countries are being asked by their populations to provide more and better health care even though
national health care budgets are constant or even declining. The connection between financing and health
care thereforeis clear —financial resources are a meansto an end, the end here being the maintenance
and improvement of a population’s health status. Mobilizing funds and all ocating them efficiently and
effectively is key to meeting health care needs and thus to the success of any health system.

However, resource mobilization and correct allocation — to priority heath programs, specific
populations groups, and other targets — demand financial data that are adequate in terms of quality and
guantity and that allow health care finance experts to accurately estimate financing needs and allocations.
Many developing countries lack these data. As aresult, policymakers ar e under-informed about the
financial status of their health sectors, and may make misguided policy decisionsthat continue or
exacerbate resource constraints and misallocations. As the World Health Report 2000 (World Health
Organization 2000) states, infor mation on health sector financing is necessary for strengthening
policiesto improve health systems functioning.

More over, the health care financing data traditionally obtained by policymakersin middle- and low-
income countries have been limited to the government’ s contribution to the health sector. Countries
have often failed to accurately measure other key nongover nmental sour ces of health care funding.
For example, they have largely ignored the private sector contribution, even though it may be the largest
source of health system funding.

Discussion Questions

Question: To get a comprehensive overview of the financial status of a health system,
which type of information should be collected: expenditure information or budgetary
information?

Possible answer: Expenditure information allows a more accurate assessment of a
health care system’s financial status. This is because, though funds may be budgeted for
certain functions, they may not be spent accordingly. Also, budgetary information can
only be collected from major institutions, generally governments, and not from other key
contributors to health care, such as households. In addition, expenditure data reflect the
financial cost of major disease burdens or epidemics, whereas budget information merely
estimates future needs. Ultimately the budget process will benefit greatly from knowing
how much is spent to deliver individual health care services.
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ll. Importance of Standardized Methodology for Making
International Comparisons and Drawing Lessons

The trainer should continue to set the context for NHA by conveying how difficult it was in the past
to collect comprehensive and internationally meaningful data from countries. The presentation should
cover the following points:

Traditionally, estimates of country health expenditures by international organizations and
publications have been inconsistent. (To illustrate this point, the trainer should display the slide that
compares expenditure estimates between the WHO and World Bank.) Thisis largely because the
ingtitutions relied on estimates derived from various methodologies of data collection and reporting. This
lack of standardization in what, when, and how data were collected contributed to poor quality data and
irregular reporting of information. As aresult, international organizations were unable to accurately
estimate the size of the private sector’ srole in financing health care, particularly the extent of household
expenditures. Public spending also may have been underestimated as countries captured only data from
traditional health institutions, such as the ministries of health, and not necessarily other relevant entities
such as the ministries of education, which often provide medical training and teaching hospitals, and the
social health insurance units, which in some countries is outside the MOH. Lack of regular updates also
was a problem. When no country data were submitted, international institutions often used out-of-date
data, some as much as 20 years old, to estimate current spending patterns.

Discussion Question

Question: What types of issues do you see arising from inaccurate and nonstandardized
reporting of expenditure information by international organizations?

Possible answer: Donors often use internationally published estimates when deciding
how much to allocate to which country and which sector. Inaccurate estimates may lead
to inappropriate decisions regarding donor funding allocation decisions.

Estimates made using different methodologies also hinder cross-country comparisons of
expenditures. Policymakers are unable to compare their country’s spending patterns with
patterns of other countries; and useful lessons — for example, how one country can
spend less on health but have better health outcomes — may not be shared. The inability
to do cross-country comparison also has adverse implications for international
researchers and their efforts to offer countries sound technical assistance to improve
health system performance.
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I lll. The Definition of NHA

The presentation begins with the definition of NHA. NHA is an internationally accepted
methodology used to determine a nation’ s total health expenditure patterns, including public, private, and
donor spending. The trainer should reiterate that NHA collects expenditure information, for the reasons
identified above.

It is also important to explain that NHA is essentially a standard set of tables that organizes,
tabulates, and presents health expenditure information in a simple format. It has been designed to be
straightforward and easily under stood by policymakers, including those without a background in
€conomics.

The utility of NHA is evidenced in the questions its data can answer, such as
= Who finances health care?
= How much do these financing sources spend?
= Where do the health funds go (to what providers and for what services)?
m  Who benefits from this health expenditure distribution pattern?

Another NHA feature that the trainer should be sure to communicate is that NHA tables track the
flow of health funds through the health sector. That isto say, NHA tracks each health dollar and the path
each takes from a specific source (e.g., household), to its specific intermediary (e.g., insurance company),
to its specific end use (e.g., pharmacy). NHA reveals the financial transactions, and it detailswho is
giving funds to whom; for example, households transfer 85 percent of their health funds directly to
private tertiary care providers.

I I\VV. The Purpose of NHA

The single most important reason for doing NHA is to contribute to the health policy process; NHA
end users are policymakers.

The trainer should emphasize that NHA tables are not merely descriptive statements that
accountants and finance experts produce as an exercise but are tools designed to be used to improve the
capacity of plannersto manage the health sector. The comprehensive health expenditure information
presented in the tables can lead to better-informed health policy decisions and help to avoid potentially
adverse policy choices. For example, the tables allow for examination of resource allocation, decisions
about maintaining or modifying the allocations, and measurement of the cost-effectiveness of those
alocation decisions. Indeed, NHA may find that a country is allocating too much to curative care and not
enough to preventive care. NHA also can monitor the implementation of new policies. For example, it
may be found that following decentralization of the health sector, household spending increased more
than government spending. (Policy uses of NHA will be explored in greater detail in Unit 8.)

The trainer should point out that, while NHA contributes to the policy process, it isnot the only
tool to do so. Rather, when making policies, decision makers must consider NHA datain conjunction
with nonfinancial data, such as disease prevalence rates and provider utilization data.

Although NHA is designed primarily for policymakers, NHA infor mation also benefits donor
organizationsin their funding allocation decisions and inter national resear cher s and economistsin
their efforts to study expenditure trends and best practices.
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Though there have been other health accounting tools, such as public expenditure reviews, NHA is
particularly useful as a policy tool. Why? NHA offers an international standardization of health
expenditur e information. This allows policymakers to compare the health expenditures of their country
with those of other countries, especially countries of similar socioeconomic backgrounds. Lessons
learned in one country may be relevant to another. For example, one country may spend less on health
care but obtain better health outcomes than other countries. The reasons for this should be investigated
and reported so that all health systemswill perform well.

Finally, NHA isinclusive of all the playersinvolved in health care financing, including public,
private, and donor sectors. Thus, policymakers are better informed about the entire health sector and not
just the government portion.

I V. Basic Framework of NHA

Thetrainer should first state that, at its broadest level, NHA provides information for the following
indicator: health spending as per cent of gross domestic product (GDP).

Discussion Question

Question: What indicators — besides health spending as percent of GDP — do NHA
results produce, and how are the indicators relevant to policymakers?

Answer: Other indicators include the following:

1. Public health expenditures as percent of total health spending — to ascertain
government’s role in providing health care to its population

2. Household expenditures as a percent of total health spending — to estimate the burden
of out-of-pocket expenditures borne by households

3. Donor expenditures as a percent of total health spending — to evaluate how much the
government will have to allocate when donor aid ceases

The trainer should then introduce the fir st four of a possible nine tables that should be used to
produce all NHA reports.

Thefirst table shows the funds transferred from Financing Sources to Financing Agents.

m Financing Sources (FS) are entities that provide health funds. They answer the question
“Where does the money come from?’ Examples are ministries of finance, households, and
donors.

s Financing Agents (FA) receive funds from financing sources and use the funds to pay
for/purchase health care. Financing agents are important because they have programmatic
responsibilities, i.e., they control how the funds are used. This category answers the question
“Who manages and organizes the funds?’ Examples are ministries of health and insurance
companies.

The second table shows funds transferred from Financing Agents to Providers.
m Providers(P) are the end-users of health care funds, i.e., the entities that deliver the health

service. They represent the answer to the question, “Where does the money go?’ Examples
are private and public hospitals, clinics, and health care stations.

The third table shows the funds transferred from Financing Agents to Functions. A fourth table
could show the funds transferred from Providers to Functions.
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m Functions (Func) refer to the provider services for which health funds pay. Information at
thislevel answers the question “What type of service was actually provided?’ Examples are
preventive, curative, and long-term nursing care, administration of care facilities, and
medical goods such as pharmaceuticals.

Before concluding this section, the trainer should review the four levels of health care dimensions.
The definitions will no doubt be reiterated during later presentations; thisis useful and helps participants
to better remember the crucia e ements of NHA.

I VI. Development of the NHA Methodology

Thetrainer will find that it is easier to present the historical development of NHA now that the class
has been introduced to NHA’ s concept, purpose, and tables. Briefly, the history is as follows:

The methodology was developed after expanding upon the method of estimating health expenditures
that was used by the OECD. This new method of financial analysis was designed to collect health
expenditure data in the more disaggregated fashion demanded by a pluralistic health system of financing
and delivery, where providers may receive payment from more than one source and where payments may
be made to numerous types of providers. NHA offered a more extensive breakdown of both public and
private sources of spending, including household expenditures. Its analysis integrates expenditures from
these many sectors to create a single picture of the nation’ s health economy.

Comparative, internationally consistent collection of datafor NHA began in earnest in the mid-
1990s.

I VIIl. System of Health Accounts: How NHA Compares

The System of Health Accounts (SHA) refersto the OECD classification scheme for tracking health
expenditures. SHA is considered the “parent” of NHA; more correctly, NHA isan extension of SHA.

m  SHA measures health expenditures and was originally intended for OECD countries, or
nations whose health sectors are not pluralistic in nature.

m SHA coversthree dimensions of health care: Financing Agents, Providers, and Functions.

NHA isessentialy a“ SHA for developing countries.” NHA uses SHA' s classification of
expenditures, but disaggregates expenditures further to accommodate the pluralistic health sectors of
developing countries. Specifically, NHA has an extralayer of health dimensions, namely “financing
sources.” All NHA classifications fit within the SHA scheme. Thisis clearly shown in the Guide to
producing NHA and will be communicated to participants through the course of this training.
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| Unit 2: Planning the NHA Process

J Learning Objectives

At the end of this unit, participants will:

m Befamiliar with the skills and tasks required of individual NHA team members and NHA
steering committee

m Befamiliar with the principle of the NHA process

I Content

= Building demand for NHA

m  Setting up the NHA team

m Finding a“home” for NHA

s Organizing the steering committee

s Developing the workplan

I Exercises:

Questions and draft workplan
I Training Tips

The teaching of thistopical unit should be carefully tailored to the needs of the participants. In anin-
country training, where aNHA team and workplan may have aready been assembled, there may not be a
need to go over the planning processin great detail. Alternatively, participants may not feel comfortable
to design aworkplan without the presence of key decision makers and leaders of the NHA team. So it is
very important that the trainer, prior to the delivery of the curriculum, assess the stage of planning of
his/her participants as well as their interest and ability to make planning decisions.

Two assumptions underlie the suggested NHA planning process described here: 1) the government
intends to use NHA data primarily for health care policy purposes, and 2) the government hopes to
“institutionalize” NHA, i.e., conduct NHA studies on aregular basis (institutionalization is discussed in
detail in Unit 9), as it does other studies such as the national census.
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I l. Principal Steps to Planning the NHA Process

Experience from around the world has shown that ther e ar e five core stepsin planning a country’s
NHA activity:

m Building demand for NHA

= Setting up the NHA team

s Finding a“home” for NHA

= Organizing the steering committee and its relationship to the NHA team

s Developing the workplan

The trainer should emphasize that, while NHA planners should include all these steps in the planning
process, they are starting points from which to develop a detailed NHA plan in a particular country. That
is, while al countries need to build demand for NHA, assign entities to implement NHA, employ persons
with appropriate skillsto conduct NHA, and develop a plan to guide the work, different countries will
approach the tasks according to factors such as their budget, political context, and ultimately their general
way of doing things. For example, some countries have preferred to contract out the NHA processto local
universities; while this approach has produced solid health accounts, it minimizes government ownership
of the NHA process and may jeopardize later institutionalization efforts. The trainer will need to be
flexible and open to facilitating different approaches that may be selected by participants.

I Il. Building Demand for NHA

In preparing a country to do NHA, understanding and demand for NHA must be built within the
government and among other major health care stakeholders. There are many waysto do this: 1) identify
a“NHA advocate(s)” in the government, 2) expose high-level policymakersto NHA at conferences,
workshops, and meetings, and 3) link NHA data to national issues and debates.

An NHA advocate isthe primary champion for “marketing” NHA and its usefulness. This person
should be well connected to decision makers as well as knowledgeable about the structure and politics of
the entire health sector, public and private. PHRplus has found that NHA efforts, including the use of
NHA in policy and the implementation of repeated NHA rounds, cannot be sustained without a senior-
level “champion” in the government.

I lll. Setting Up the NHA Team

A country’s NHA team does the work of generating the NHA tables and raising awareness about
NHA findings. The size of the team depends on the NHA budget and available personnel. Different
countries have committed varied numbers of people to the NHA team. Most have begun with four or five
team members, though often one or two members do the magjority of the work. The trainer should
emphasi ze that, regardless of the number of members, the team will be required to perform specific tasks
that demand certain types of skills. These skills and tasks can be divided into two categories: “team
leader” and “technical-level.”
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Team leader tasks include advocacy of NHA and management of the rest of the team; they should be

carried out by a person (or persons) who is an experienced and respected government official of mid-
senior rank. Technical-level tasks are those of collecting, tabulating, and analyzing data; they demand
skills typical of mid-ranking government officials. Trainers should present the lists carefully because
workshop participants' understanding of the tasks and skills will enable them to prepare afeasible
workplan for their own country.

Tasks and Responsibilities of NHA Team Leader(s)

1. Manage the team

® Supervise all technical work

® |ead, champion, advocate the NHA effort and process

® Coordinate and ensure contributions of all stakeholders

® Ensure that all team members are doing their assigned tasks
e Keep the momentum going at all times

2. Define NHA framework, policy design, classifications, and boundaries in collaboration with health sector stakeholders

® |ead all stakeholder (steering committee) meetings

3. Lead the data collection effort

® Review data collection forms
® Facilitate data collection from key stakeholders by maintaining their interest in the activity
® Help get permission/approvals for technical staff to access data at relevant organizations

4. Oversee data analysis and interpretation of results

® Be aware of data gaps and conflicts and lead the team in resolving the problems
® Check the accuracy of the filled-in tables

® Obtain the “big picture” analysis by tasking the NHA team to combine NHA data with other specific data (e.g.,
utilization, epidemiological, health status, macroeconomic, cross-country comparisons)

® |dentify health system policy issues revealed through the data analysis (can be done in consultation with key
stakeholders)

5. Participate in creation of NHA documents (reports, policy briefs, press releases, presentations, etc.)

® Help design appropriate documents for different audiences
® Contribute to the writing of documents
® Manage document writing, review, and production of documents

6. Disseminate findings

® Plan, organize, and present at

0 Meetings with stakeholders (who should be kept informed by team leader(s) of progress throughout the
NHA implementation process)

0 Press briefings
0 Academic events
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Skills and Knowledge of NHA Team Leader(s)

A systems perspective

A deep understanding of NHA and its potential use in the country
Good contacts throughout the health system

Excellent management and coordination skills

Knowledge about the country health system (issues and policies)
A financing background

Analytical skills

A thorough understanding of the target audience

Strong writing skills

Strong presentation skills

Facilitation skills

Tasks and Responsibilities of Technical-level NHA Team Member(s)

1. Assist with documentation of

Stakeholder policy interests in NHA
Updating the NHA framework
Definitions and boundaries
Classifications

N

. Collect data

Primary data
0 Design and update survey instruments
0 Contact organizations to explain what data are needed, review instruments
0 Follow up with contacts to get complete data
O Input data into spreadsheets
0 Carefully document all sources, references, and calculations
Secondary data (with assistance of team leader with extensive knowledge of health system and activities)
0 Identify and secure copies of secondary data sources
0 Review and collect relevant data
0 Input data into spreadsheets
0 Carefully document all sources, references, and calculations, especially noting multiple sources
for the same data

3. Tabulate data and draft the NHA tables

Fill in NHA tables, carefully tracing original sources and calculations for all inputs

Identify errors, missing data, conflicting data

Review primary and secondary data sources to resolve errors, conflicts, and missing data
Continue to update documentation of all sources, references, and calculations

4. Analyze data

Identify and resolve data gaps and conflicts
Combine NHA data with non-financial data
Prepare graphs and tables
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Skills and Knowledge of Technical-level NHA Team Member(s)

® Knowledge of government accounting

® Experience in spreadsheet and word processing (Excel and MSWord)

® Good organization skills

® Familiarity with health data sources

® Research skills

® Analytical skills

® Training in NHA methodology, understanding of NHA tables and classifications
® Experience in developing and conducting surveys

® |Interpersonal skills

Discussion Questions
Questions:
1. Who is the NHA advocate in your country?

2. Who are the “team leader” and “technical-level” team members in your country’s NHA
team?*

Answers: Answering these questions helps participants to visualize the various roles and
duties of each team member. The questions are particularly useful at regional trainings,
especially for countries that are just beginning to plan their NHA process. They are less
pertinent to small in-country trainings where the team and the trainer know who serves at
which level.

* If a country is also embarking upon a NHA sub-analysis, such as NHA/HIV, or a
subnational analysis, such as for a province, include the individuals working on those
subanalysis teams.

Developing an organogram may be useful to illustrate the roles and responsibilities of NHA team
members. There is more discussion of the organogram below, in Subsection 1V, Organizing the Steering
Committee, and an example in the PowerPoint presentation.
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I V. Finding a “Home” for NHA

Where the NHA team will be “housed” is another important decision in determining which
government entity will steer the NHA process and use. The trainer should emphasize that, when
determining alocation for NHA, the country teams will need to consider how the data will be used in
the proposed Ministry or other agency, and whether the data will significantly contributeto health
policy from thislocation.

Most countries choose to house NHA in the MOH. Because the MOH generally has stewardship
over the health sector, it ismore likely to use the NHA data than other agencies. A few countries have
chosen to house the NHA in the Ministry of Finance or central statistical bureau. For example, Iran put
NHA in its Statistical Bureau because it considered thisinstitution “apolitical,” increasing the chance that,
thisway, NHA findings would more likely be viewed as unbiased and objective.

Ultimately, the location of NHA is the responsibility of each country and should be based upon
where that government feels the findings will be able to maximally benefit health policy.

V. Organizing the Steering Committee and its Relationship to
the NHA Team

Open and effective communication between the NHA technical team and decision makersis
vital for a successful NHA exer cise. Decision makers need to convey their policy concernsto the NHA
team so the team can investigate the issues; in turn, the NHA team must share its findings with the
policymakers, so they can interpret the results and policy implications. A communications model that has
proved effective in many countriesis creation of a steering committee (SC) that comprises senior
policymakers from the ministries of health and finance as well as representatives from public and private
entities that provide or finance health care. (Alternatively, an existing high-level health policy body,
health taskforce, parliamentary committee for health, health council, interagency group on health, or
national association can implement SC-type tasks.) The SC lends credibility, status, and policy influence
to NHA.

The main tasks of the SC areto:
s Communicate policy concernsto the NHA team
m  Give feedback to the NHA team on results and findings
m Facilitate difficulties the team encounters while collecting data

m  Assistininterpreting the NHA results and drawing policy implications

The SC is assembled by the NHA advocate or other person who has significant connections to key
health care decision makers. The trainer should communicate that thisis a serious undertaking because
the SC is crucial to a country’s ownership of NHA and development of a solid set of accounts.
Assembling the SC involves a significant amount of NHA “marketing.” The NHA advocate, with the
support of the NHA team, will need to design a communications strategy that may include
individualized presentationsfor each potential SC member in order to show the value of NHA to their
work and interests. In other words, the NHA advocate will need to show “what NHA can do for each
stakeholder” in order to gain stakeholder buy-in.
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Once the potential members of the steering committee are identified, it isuseful for the NHA team
to determine what relationship they foresee having or desireto have with the SC. The relationship
between the team and the SC should be outlined at the beginning to avoid later confusion. Some countries
have found it useful toillustrate thisin an organogram. (Two examples are provided in the PowerPoint
presentation.) A solid channel for dialogue and feedback between the SC and the NHA team must be
established and | ater enforced.

Discussion Question

Question: Which agencies, institutions, associations, and other organizations should be
represented on the NHA steering committee in your country?

The purpose of this question is to prompt participants to identify the major health care
stakeholders in their countries by visualizing the breadth of the health sector. The trainer
should remind participants to include as many major private sector health care entities as
possible. This question also asks participants to view the NHA exercise quite unlike other
research studies, which might be carried out by one or two individuals in the MOH; in
contrast, NHA is an intensive effort to involve all major health sector players.

I VI. Developing the Workplan

Thefinal step in preparing for an NHA activity is to develop aworkplan. 1deally, thisis done with
the participation of all NHA team members and prior to the in-country NHA training. However, this does
not always happen, so the trainer may need to incorporate the step into the training workshop curriculum.

For the workplan to be a useful document, it is recommended that it include (at a minimum) the
following four elements:

1. Tasksthat constitutethe NHA activity

Theinitial workplan helpsto get the work started. While the plan should try to anticipate as
many tasks as possible, it probably will be updated and revised as the work evolves. Principal
tasks that many countries have encountered are listed below. The trainer should go over the
list with participants before they draft aworkplan for their own NHA activity.

2. Strategiesand actions needed to accomplish these tasks

Team members should discuss and write down how each task will be implemented and how
much time each will take. Doing this will give the team an idea of the level of effort needed
to complete a set of NHA.

3. Task assignment to the team member ultimately responsible for the task being done
promptly and correctly

Thisis perhaps the most crucial part of aworkplan. In some countries, tasks went undone and
momentum for completing NHA dissipated because team members were unclear about their
responsibilities. Making assignments compels team members to understand their
responsibilities and to assess the feasibility of their involvement in the NHA activity in light
of their overall workloads.
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4. Timeinefor task completion.

Identifying a due date for every NHA task also is a key component of the workplan. The
trainer should remind teams to consider potential time conflicts between NHA due dates and
other mgjor national or governmental events, such as annual budget reviews or general
elections, when they are determining these dates.

Table 2.1 lists the principal tasks that NHA countries have implemented when conducting their
NHA. Thetrainer should go over the list with workshop participants before they draft their own NHA

workplan(s).

Table 2.1 Principal Tasks of the NHA Process*

Tasks

Comments, Description, and Purpose of Task

1. Hold conference to launch steering
committee.

The conference invites all major stakeholders and decision makers. Its
purpose is to further their understanding of NHA, to request their input in the
design and country-specific purpose of NHA, and to secure their support for
the policy objectives of NHA. The conference also can be used to gain
stakeholder agreement (particularly from the private sector) to supply data to
the data collection process.

2. Hold NHA team training workshop
on the methodology.

The training workshop is a venue at which several actions can be taken in
addition to learning the methodology itself.
® Agree on classifications and boundaries (geographic, functional, and
time)

® Develop NHA framework and approach (which tables will the country
fill?)

® |dentify primary and secondary data sources
® Develop a detailed data plan
® Refine NHA workplan

3. Develop survey instruments.

Some countries have found it useful to view the instruments of other nations.
Examples are presented in the NHA Exercises and Handouts. An individual
country’s instruments are usually developed by the NHA team, although
some countries have also solicited input from the SC members.

4. Determine sampling framework and
number of enumerators.

This step is especially important if conducting a household survey.

5. Pilot test and finalize the survey
instruments.

Also very important if conducting a household survey.

6. Draw up clear procedures for data
collection and entry.

There should be very little room for the surveyor to “interpret” how a
question should be asked or how an answer should be coded. A workshop
for “enumerators” is usually conducted for this purpose.

7. Monitor the data collection process.

This is usually the responsibility of the NHA team. It may take the form of
debriefing meetings with “senior data collectors” and/or physically traveling
to urban and rural areas where data are being collected. This is especially
important when household surveys are being conducted.

8. Enter and edit the data.

This should be done in a uniform and consistent manner.
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9. Clean the data.

The trainer should advise participants that this takes a considerable amount
of time (about a month), especially in the cases where a household survey is
done.

10. Develop data analysis plan and
begin to fill in the tables.

The data analysis plan outlines the steps that will be taken to fill in the NHA
tables and which team member is responsible for expenditure estimates
from each data source. A detailed, organized approach simplifies the
otherwise complicated task of filling in the NHA tables. Examples of
approaches will be presented during the course of the training.

11. Identify errors, conflicts, and
missing data and reconcile these
issues.

The trainer should communicate that much time and energy will be spent at
this stage.

12. Draft the report.

The NHA team generally writes up the methodology and results. The senior-
level person, with input from major policymakers, usually writes up any
policy implications included in the report.

13. Disseminate draft NHA report for
steering committee approval.

In many countries, this has entailed holding a dissemination meeting with
the steering committee. Further input on the policy implications can be
drawn from such a meeting.

14. Finalize report and produce policy
briefs, and deliver dissemination
presentations to target audiences.

Crucial to the successful policy use of NHA is a clear strategy on how to
disseminate the results to the individuals who influence and make health
policy but who do not necessarily have a background in health economics.
To this end, many countries have found it useful to produce short
summaries of the findings, policy briefs, specialized presentations, news
conferences, and so forth.

15. Keep steering committee informed
throughout all the steps of the
process.

This may be done in the form of email or faxed updates done on a quarterly
or monthly basis. Alternatively, small steering committee meetings can also
be scheduled at different phases of the NHA implementation process. The
updates regularly remind the steering committee of the NHA work and its
value. The updates also serve to maintain a sense of ownership of the
activity by all the principal health care stakeholders.

* List presupposes existence of NHA team and prior accomplishment of certain tasks.

VII. Application of this Topical Unit

Depending on the participants' familiarity with the NHA planning process, the trainer may choose to
set aside some time (2-3 hours) to facilitate the development of country organograms and NHA
workplans. If more than one country isin attendance at the workshop, it may be useful to separate the
participants into country groups to work on the organogram and workplan. Because thistask is
demanding and requires much thought, it is recommended that it be facilitated, with at least one facilitator
per country group. An example of a country workplan isincluded in the NHA Exercises and Handouts.

References

No specific readings
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Unit 3: Defining Expenditures and
Boundaries

J Learning Objectives

At the end of this unit, participants will:
s Understand what constitutes health expenditures
s Befamiliar with functional definition and space and time boundaries for health expenditures

= Beableto capture appropriate and accurate expenditures associated with health carein their
country

I Content

m Defining crucia terms: “expenditure,” “health care,” and * health care expenditure”
m  Functional definition in the context of:
O Space boundaries
a Timeboundaries
m Criteriafor measuring health care expenditures
m  Other important issues when determining what to include as a health expense
m Health care-related activities

Discussion and application questions

I Exercises:

I Training Tips

Now that the trainer has laid the groundwork by explaining the fundamentals and use of NHA as well
as how to plan the activity, it is almost time to start working with numbers. First, however, the trainer
needs to explain what kind of numbers—which expenditures—are“crunched” for the NHA. The
concept of health care and health improvement can be so broad that including in NHA everything that
conceivably contributes to health would make using the methodology unaffordable, unmanageable, and
untimely. This unit looks at direct health expenditures, health-related expenditures, and other expenditures
that, while contributing to health, do so in a more tangential way. The unit’s discussions are intended to
enable participants to judge which numbers are appropriate for inclusion in their NHA calculations, and
which are excludable.
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|. Defining Crucial Terms: “Expenditure,” “Health Care
Expenditure,” and “Health Care”

Some expenditures are more directly associated with health care than others. In order to keep the task
of health accounting manageable and to not waste effort on less relevant expenditures, NHA focuses on
“direct health care expenditures.”

What are direct health care expenditures? Why do we need to define them? Taking the second
guestion first, the trainer should communicate that a clear definition is crucial for the following reasons:

To minimize variations in what is included as health care expenditures so that policymakers
use accurate and consistent information. For example, if expenditures on programs to stop
smoking are included one year but not the following year, then total expenditures may appear
to have decreased whereas the discrepancy was actually due to inconsistency in what was
included in health care expenditures. Lack of clear, documented (written) definitions makes it
difficult to maintain consistency in NHA data and jeopardizes NHA' s credibility and
reliability.

To facilitate cross-country comparisons that answer questions like “how are we doing
compared to others?’ For example, one country categorized all curative care as “inpatient
care” whereas curative care can be delivered on an outpatient basis or during a day-long stay at
an inpatient facility. The inaccurate definition of curative care resulted in an overestimation of
thetotal cost of inpatient care, which was misleading for both national health policy and for
comparisons to other countries. For this reason, a country NHA team must ensure that the
definitions they use are clear and compatible with universal standard definitions. This enables
countries to develop benchmarks to assess their own performance and to draw lessons from the
experiences of their neighbors that are socioeconomically similar.

Returning to the first question —what is a direct health care expenditure? — although the Guide to
producing NHA (WHO, World Bank, USAID 2003) does not use the term “direct,” it isgood to useit for
teaching purposes, particularly when distinguishing from health care-related spending. The trainer can
explain the health expenditure concept by examining its various parts.

Expenditure: In formal terms, an expenditure measures in monetary terms the value of
consumed goods and services of interest. In less formal terms, an expenditure is what was
spent on a particular service or product. Note that it emphasizes the past tense (in contrast
to “budget,” which is prospective.)

Health care: Health care, as proposed by the OECD SHA manual, refers to activities
performed either by institutions or individuals pursuing, through the application of medical,
paramedical, and nursing knowledge and technology, the goals of:

0 Promoting health and preventing disease

o Curing illness and reducing premature mortality
o Providing nursing care to chronically ill persons
a

Providing nursing care to persons with health-related impairment, disability, and
handicaps

O

Assisting patients to die with dignity
o Providing and administering public health
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o Providing and administering health programs, health insurance, and other funding
arrangements.

m Theabove definition is restricted to activities based on “medical” terminology. NHA, on the
other hand, takes the definition one step further to include goods and services purchased for
informal and possibly illegal health care providers, even those not medically qualified.

s NHA usesafunctional definition that includes al “activities whose primary purposeis
health improvement” (WHO, World Bank, USAID 2003) for the nation during a defined
period of time regardless of the type of institution/entity providing or paying for the health
activity. In other words, NHA looks at what isdonerather than at who doesit or whereit
isdone.

= Putting these two concepts together, the term “direct health care expenditure” refersto “all
expenditures for activities whose primary purposeis to restore, improve, and maintain health
for the nation and for individuals during a defined period of time” (WHO, World Bank,
USAID 2003).

Thus, NHA teams need to first determine whether or not the primary pur pose of an activity isfor
health. Based on this distinction, expenditures will be included or excluded from the NHA tables.

Certain expenditures traditionally not included in health estimates may be included in NHA. For
example, expenditures on provision of health by “non-health” entities — such as spending on teaching
hospitals by ministries of education, traditionally excluded from total health expenditure estimates — are
included in NHA. Conversely, not all activities conducted by a MOH necessarily fit within the NHA health
expenditure definition. For example, hospitals may provide social counseling or the MOH may provide
occupational retraining; while these activities are conducive to better health, their primary purposeis not
health improvement. Thus they would be considered non-health expenditures and excluded from NHA.

The trainer should also point out that NHA does not distinguish between effective and ineffective
health activities. It is the purpose of the activity, not the outcome, that is important.

Discussion Questions

Question: Should expenditures on the following health care activities be included in NHA?
Justify your answer.

1. Health care in prisons provided and paid for by the Ministry of Justice?

Answer: Yes. Remember that NHA definition of health care is “functional”; the purpose
of this activity is health care, no matter who or what pays for the activity.

2. Disposal of used syringes and gloves at a health clinic?

Answer: Yes. This procedure impacts environmental health care.

I ll. Defining the Boundaries

The trainer now must further refine the health care expenditure definition. To keep NHA manageable,
expenditure “boundaries” must be established. An expenditure boundary limits what can be deemed a
health expenditure. Certain expenditures may meet the functional definition of health care but exceed
space and time boundaries, making the expenditure less relevant to the NHA process.
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J Space Boundary

The space boundaries in the NHA context rest on the premise that “national health expenditureis
not limited to the activity that takes place within the national borders’ (WHO, World Bank, USAID
2003). Therefore, expenditures incurred on health care by its citizens and residents who may be
temporarily abroad are counted. Spending by foreign nationals on health care in the country doing NHA is
generally excluded. Note, however, that in the case of Jordan, it was in the country’s policy interest to
develop “medical tourism” as part of the health sector portfolio. Therefore, spending by foreign nationals
was included within the country’s NHA boundary for health care expense.

Another context where defining space boundary is relevant is donor assistance to devel oping
countries. If the primary purpose of an international organization is provide health and health-related
goods and services for the residents of the recipient country, then the direct expenditures (both cash and in-
kind) associated with those goods and services should be included. Administrative and overhead expenses
associated with those programs should be excluded.

Discussion Questions

Question: What is your country’s space boundary with respect to NHA? Justify your
answer.

a. Will you include health care spending by foreign nationals in your country?

b. What donor expenses will you capture in your NHA? For example, will you exclude all
administrative and foreign technical assistance costs?

I Time Boundary

For what time period should expenditures be tracked? Care must be taken to clearly specify this
boundary as either a calendar or afiscal year. Such care is needed because some entities (such as
government) may report spending on the basis of afiscal year while another (perhaps in the private sector)
reports by calendar year. Another element of the time boundary is the distinction between when the
activity takes place and when the payment for that activity takes place. NHA uses the accrual method of
accounting, which means that the value of goods and services should be accounted for in the same year
in which they are sold and provided and not when they are paid for. For example, if a hospital stay
occursin the last week of one fiscal year and the payment is made in the following week (start of the new
fiscal year), the cost and revenue associated with that hospital stay will be accounted for in the books of
the first year (when the services were delivered) and not when the disbursement was made (in the new
fiscal year).

Using these guidelines the trainer should identify more examples of expenditures that are ambiguous
in nature and discuss whether they should or should not be included and why.

Discussion Questions

Question: What is your country’s time boundary with respect to NHA? Between what
dates will you be estimating NHA expenditures in this round of NHA?
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I lll. Criteria for Inclusion as a Health Expenditure

The 2 percent threshold: The most critical guiding rule on whether to include certain
expenditures is “how big are those expenditures?” The genera rule isto include them if they
are more than 2 percent of the country’ s total health (care) expenditures (THE). If they are less
than 2 percent, it may not be worth expending the time and effort to precisely measure these
expenditures. Such small amounts would be of little policy relevance.

Palicy relevance: Thereis an exception to the 2 percent rule. Because the purpose of NHA is
to inform policy decisions, NHA should include all health expenditures that are relevant to
countries’ current health policy development efforts. Policymakers should be informed about
even small (lessthan 2 percent) amounts of expenditure when that information has bearing on
the design of policy, the choice between policy options, and the evaluation of policy decisions
taken.

Transparency: There should be clear documentation of the sources of expenditure data, the
classifications and definitions used, and any adjustments or calculations. Typically, this
requires preparation of awritten manual for NHA estimates in each country. (Throughout the
training workshop, the trainer should reiterate the need for country teams to document in
writing all methodological assumptions and decisions that they use in conducting NHA.)

Compatibility with existing international standards and practices: The health expenditure
measures should be compatible with international standard classifications and definitions, such
as those of the System of National Accounts and government finance statistics. Departures
from these standards to accommodate country-specific issues should be clearly documented.

Measurement feasibility: It should be feasible to compile and validate the expenditures within
areasonable timeframe (approximately one year) and cost. An extremely detailed
methodological NHA report —for example, one that includes a survey of household health
expenditures — could take more than two years to complete. However, thisrisks a costly
exercise and findings that are outdated and therefore of little use to policymakers. Thus, a
country should weigh the time and quality trade-off when planning NHA exercises. To
minimize the time and financial cost of an NHA exercise, the team has three options:

O Accept arough estimate instead of more exact data and clearly document it as such
0 Exclude the rough estimates

a Carry out the required data collection with the time and resources available. If better data
become available at alater date, the NHA for the given year can be revised, or a better
estimate can be used in alater NHA round.

I\VV. Other Important Issues When Determining What to Include
as an Expense

There aso are expenditures about which the health accountant has to exercise caution and discretion
when deciding whether to include and how to treat them.
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I Market Price in the Private-for-profit Sector

Expenditure valuations for health goods and services in the private sector are almost always made at
market prices. These market prices include all the intermediate costs and value added in the interim stages
of production, such as the cost of labor (salaries, etc.), capital goods, overhead, and maintenance.
Company revenues equal all the goods or services sold at market prices. For example, a health insurance
company’ s revenue equals al the insurance premiums sold at the market price. So when deciding how
much was actually spent on a particular private for-profit product or service, the accountant should use
thetotal revenue earned for the product or service at the point of final consumption. For example, for
drugs sold in the private for-profit sector, thisis the sales revenue of retail pharmacies, not the revenue of
drug manufacturers or distributors. If a private hospital has a gross revenue of $100 million, the full $100
million should be included in the NHA estimate.

I Estimate the Market Price in the “Non-market” Economy

Many headlth activities take place outside the market economy. Non-market production refers to goods
or services produced by entities such as governments, employers, and missionary hospitals that are
delivered at zero or subsidized coststo the users. Estimating the value of non-market activities can be
tedious and complex. For example, if a patient receives a free health care consultation at a government
clinic, it does not mean that there are no financial costsincurred in delivering that service. The NHA
accountant cannot simply look at the expense at the final point of consumption, i.e., the patient, but must
investigate intermediate costs of production, such asthe costs of labor and supplies used to deliver
the service. Another exampleisin-kind donor assistance, such as vaccinations and equipment. NHA
estimates include the full cost of producing and delivering the product; in the case of donated equipment,
the market price of the good(s) in therecipient country would be used to estimate the total cost. One
final example of nonmarket production isthat, in many developing countries, a health care provider may
be paid by a barter exchange (chicken, or grain etc); thisis especially common with traditional healers.
The health accountant must decide how to monetize this form of payment.

| Uncompensated Care

Uncompensated health care activities refer to the care and nursing provided by family membersto a
sick individual. Often these inputs are quite significant, for example, home-based care for the elderly or
people living with HIV/AIDS. However, trying to capture these expensesis very time consuming; doing so
could force NHA completion into an unreasonably long timeframe. In addition the services are very
difficult to monetize. Thus, uncompensated care expenses are usualy not included in total health
expenditur es captured by the NHA framework.

Other examples of non-market production and uncompensated activities:

Non-profit organizations such as missionary hospitals providing health care that is free to
the patient.

Subsidies and grants provided by donors or other philanthropic organizations to reduce
the burden of user fees on patients.
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I Capital Costs

Two aspects of capital formation should be incorporated in the estimation of health care expenditures:
gross fixed capital formation and consumption. Any new capital formation in the form of new equipment,
or building must be included as a part of thetotal expendituresin the year the purchase was made.
How the fixed capital formation is classified and reported in the tables is elaborated in the following
section.

Consumption of capital refers to the value of the use of capital assets during the production of the
goods and services. Thisis not easily discernible; the health accountant has to have some sense of
economic values of products to fully appreciate the concept of consumption of capital. Ideally, the value of
the capital asset is distributed over its lifespan, i.e., include the depreciation charged on equipment.
However, in many developing countries these may not be feasible or practical to measure and so, in such
cases, the value of capital is simply the market cost of the equipment in the year it was purchased.

IV. Health Care-Related Expenditures

In addition to “direct” health care expenditures, a country may choose to include in its NHA expenses
on health care-related activities that are important to national policy interests. Health care-related
expenditures refer to activities that may overlap with other disciplines, such as education, overall “social”
expenditures, research, and development. Health-related activities may be closely linked to health carein
terms of operations, institutions, and personnel but should, to the extent possible, be excluded when
measuring activities belonging to direct health care functions.' An example of a health-related activity is
the surveillance of drinking water quality if its primary purpose is to €liminate water-borne disease. Other
examples areincluded in Table 3.1. Still other activities, such as the construction of large urban water
supply systems intended primarily to improve urban access to water, are neither direct health nor health-
related expenditures, as their purpose is not primarily to improve health.

Table 3.1. Health Care-Related Activities

Activity Included as Health-Related Unlikely to Be Included as Health-
Related
Water supply and hygiene activities Surveillance of drinking water quality; | Construction and maintenance of
construction of water protection to large urban water supply systems
eliminate water-borne disease whose primary purpose is access to
water for the urban population
Nutrition support activities Nutritional counseling and General school lunch programs and
supplementary feeding program to general subsidies for food prices,
reduce children’s malnutrition whose primary purposes are income
support or security
Education and training Medical education and in-service Secondary school education
training for paramedical workers received by future physicians or
health workers
Research Medical research; health services Basic scientific research in biology
research to improve program and chemistry
performance

*Note: One boundary area of concern is domestic research on drugs and pharmaceuticals. Health accountants should determine if this item is of interest
to policymakers. If so, it could be included.

1 Theinclusion of health-related expenses in the NHA tables is presented separately from the direct health expenses. Unit 4 (Understanding Classifications and the
NHA Framework) elaborates on how this distinction between direct and heal th-related expenses should be handled.
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A theoretical argument can be made that many things are related to health: food, housing,
employment, national security, etc. However, if al such items are included, the NHA report will be less
precise and therefore less useful as a policy tool —and too limitless a task to even complete. As with other
aspects of NHA —timeframe, amount of expenditure, uncompensated care, etc. — NHA teams must set
boundaries for expenditure inclusion.

Discussion Questions

Questions: Will your country NHA include any health-related activities? If so, which ones?
Why? (What is the policy interest?)

Now that participants have mastered the concepts of health care expenditures, they are ready to learn
and apply the classification codes prescribed in the International Classification of Health Accounts
(ICHA).

IVI. Application of this Topical Unit

After delivering the PowerPoint presentation, the trainer may wish to set aside approximately 30
minutes to discuss some or all of the boundary application questions below that relate to afictitious
country. These questions prompt students to consider more closely whether or not the activities described
should be included in NHA estimates. Illustrative answers, recommended by the Guide to producing NHA
also are given. However, rather than focusing on whether the students' answers match those suggested, the
trainer should pay close attention to the students’ responses and justifications. Ultimately, country NHA
teams will need to note and record similar types of justifications when they determine the health care
expenditure boundaries for their own countries.

It is recommended that for the delivery of this exercise on boundaries, the trainer should divide the
class into groups of no more than five. Each group should elect a rapporteur. Each group should be given
one or two questions to discuss among themselves. After approximately 20 minutes the plenary group
should reconvene and, after another few minutes for the groups to read each others' questions, the
rapporteurs should present their groups’ answers and justifications.

I Application Exercises on Boundaries

Functional definition exercise 1:

Persistent shortage of rainfall has caused the ManNa river to dry up significantly. The
severe drought has made it necessary to build water and sanitation infrastructures and
institute water control surveillance (to measure quality of water) systems. The drought has
also diminished food baskets; the Ministry of Health has set up nutrition programs where
expectant mothers and children receive food and vitamin supplements. Donor agencies
have also provided food aid; the donors incur administrative costs to implement the food
program.
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Do you include expenditures as either direct or health-care related on:

m  Water and sanitation infrastructure: No, thisis outside the functional definition of health,
because construction and maintenance of large urban water supply systems has the primary
purpose to distribute water to the population.

s Water control surveillance: Thisis outside the functional definition of direct health care
expense, but it can be considered health care-related because its primary purpose isto
eliminate waterborne diseases. Particularly if it isimportant for policy, it could be included as
health care-related expense.

m Food relief programs: Thisis outside the functional definition of health, because its primary
purpose is to eliminate hunger and provide general income support, not necessarily to improve
health, which is a side effect of food relief programs.

= Vitamin supplements: Y es, although thisis outside the functional definition of health — but if
important for policy, it could be included as a health care-related expense as these vitamin
supplements are to assist recovery from acute malnutrition.

s Donor administrative costs (donor office in country): No, because donor administration
generally does not have policy relevance to the country. Donor expenses, such as the hiring of
foreign nationals, do not reflect local financial realities and therefore overestimate costs.

Functional definition exercise 2:

The World Bank has given a $3 million loan to Susmania to upgrade its primary health
care facilities. Can you include this loan and its interest payments as health expenditure?
If so, what entities are considered the source of funds for the loan and/or interest
payments?

= Yes, you include the proportion of the loan that is used in the health sector, and the interest
payment. The source of this money, however, is not the donor but the Ministry of Finance. If
the loan is $3 million, but only $1 million is used, include only $1 million in the given year.
Y ou would include interest payments in the year they are due but place them in the “other”
category (accrual and not cash).

Functional definition exercise 3:

Household surveys have shown high use of traditional healers. A medical association
study shows that most treatments used by traditional healers are not effective. As a result
of the study the medical association is offering grants to improve the effectiveness of
treatments delivered by traditional healers. The association also offers scholarships for
medical students interested in going to rural areas and working with traditional healers. As
a further result of the study, the MOH is allocating some of its resources to train its
personnel to deliver services in a more culturally sensitive way.

Do you include (as either direct or health-related expenditure):

m  Expenditures on ineffective treatment administered by traditional healers? Yes, if the primary
purpose of purchasing the treatment was to improve on€e’ s health, even if the treatment is
ineffective.
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s Expenditures on lucky charms and talismans? Thisis debatable; however, many countries
have chosen to include these as health expenditures. The argument was that such charms are
bought to improve one’' swell-being or general health disposition.

s Payment in-kind (barter exchanges) for the services? Y es, but in-kind payments should be
monetized at the current value. Thisis usually done by going to the local market to determine
the value of the bartered object (chicken, etc.).

m Research grantsto study traditional healer approaches? Y es, this can be included as a health
care-related expenditure if the primary purpose of the research is to improve program
performance.

s Scholarships for students to work with traditional healers? No, because the primary purpose
of the scholarship is to educate students and not directly for health care.

m  Resourcesallocated to train MOH personnel? Y es, it can be included as a health care-related
expenditure.

Time boundary exercise 4:

In Susmania, government clinics refer patients to a specialty hospital for secondary and
tertiary care. The government reimburses the hospital for the services in a lump sum
amount that is paid in the subsequent fiscal year. In 2001, the hospital purchased five
dialysis machines to treat the additional referral patients; the government reimburses the
hospital in 2002.

Do you include in NHA for FY 2001:

m  Hospital expensesincurred in FY 2001 that are reimbursed to the hospital in FY 2002? Y es,
because the service was delivered in 2001. NHA uses the accrual method to define itstime
boundary. (Operating expenses include labor, electricity, saline solution, other suppliesto
operate the dialysis machines.)

m Operating costs for the dialysis machines? Yes, thiswill be included as adirect health care
expense.

m The purchase of the five dialysis machines? It can be included as a health-related function,
classified under “HCR.1 Capital formation for health care provider institutions.”

Time boundary exercise 5:

Once every five years the Susmania MOH conducts a household health care utilization
and expenditure survey. The last one was conducted in 2000. Now, in 2004, the NHA
team is conducting the first round of NHA. The expenditure data collected are for the
current year except for household out-of-pocket expenditures. In addition to these data
being outdated, the Susmanian currency (cruton) has been volatile, with wide fluctuations
in its value in the international markets.

Do you include:

m  Out-of-pocket expenditures from 20007 If so, how? Y es, based on estimates for 2000, the out-
of-pocket expenditures are extrapolated for the year 2004 by using the yearly
inflation/deflation rates.
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m  Which exchange rate (start of 2004, end of 2004, in 2000, etc) would you use to convert
Susmanian crutonsinto U.S. dollars for international comparison? The average exchange rate
for 2004.

Space boundary exercise 6:

Sharmeen Scherzade is a government employee and is enrolled in the National Insurance
Program. She is diagnosed with a rare form of red blood corpuscles disease. There are no
physicians or facilities in her home country to perform the complicated surgery. Sharmeen
is flown to the Royal College of Surgery Hospital in London for the treatment. She
undergoes the surgery successfully, and recovers with extensive post-operative care. Her
family spends the three months with her in London. All of the medical expenses are borne
by the National Insurance Program (NIP) in her country.

Do you include:

m  Sharmeen’sand her family’ s airfare to London and back? Y es, because the NIP is paying the
costs as a health care expense. Note, NHA does include spending by citizens temporarily
abroad, whether or not their care is funded out-of-pocket or paid by the government.

= Surgery expenses? Yes.

m Post-operative care expenses? Yes.
m Hospital charges? Yes.

m Doctor fees? Yes.

= Thefamily' sliving expensesin London? No, because thisis not a direct health care cost, and
because the family would have incurred living expenses regardless of the country location.

Space boundary exercise 7:

A good medical infrastructure, and highly skilled physicians and support staff makes
Susmania a natural destination for medical tourism. In fact, a conscious decision was
made by the government to attract medical tourists from neighboring countries. The MOH
provided subsidized housing arrangements for the family, effective financial networks to
facilitate payment for hospital fees, etc.

Do you include;

s Health expendituresincurred by foreign nationals in Susmania? Y es, because there is strong
policy relevance for collecting thisinformation.

m  Subsidized housing for the family members of medical tourists? Y es, again because of the
policy relevance and also because the MOH is financing the housing.

Space boundary exercise 8:

In the neighboring country of DeKar less than 1 percent of the total health care
expenditures are incurred for foreign nationals, and the MOH has no interest in developing
the medical tourism industry there.
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Do you include:

s Health expendituresincurred by foreign nationals in DeKar? No, because thereis no policy
relevance to the country and the amount is less than the recommended 2 percent threshold.
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Unit 4. Understanding NHA Classifications
and the NHA Framework

J Learning Objectives

At the end of this unit, participants will:

Be familiar with the International Classification for Health Accounts and its coding system

Understand the NHA approach to classifications that allows the insertion of nationally
relevant categories within the broader ICHA categories

Be able to categorize health care entities and services within the financing sources and ICHA
categories of financing agents, providers, and functions

Understand the structure of each table
Be able to set up the tables and label the table headings using the ICHA coding system

I Content

Overview of the International Classification for Health Accounts.

The NHA approach to classifications: Flexibility to meet country needs
Classifications for Financing Sources

Classifications for Financing Agents

Classifications for Providers

Classifications for Functions

Setting up the tables

Identify and classify financing sources, financing agents, providers, and functions.

I Exercises

| Training Tip

This unit returns to material that was introduced in Units 1 and 2. The trainer should begin each
section of the unit by asking participants to briefly describe what they remember about individual topics —
the System of Health Accounts provenance of NHA, major NHA classifications — before leading the
participants through this unit’s more detailed presentation and exercises about each topic.

The PowerPoint presentation accompanying this unit is divided into four sections: 4a) Understanding
Classifications and Tables, 4b) Classifying Financing Sources and Financing Agents, 4c) Classifying
Providers and Functions, and 4d) Setting up and Reading the Tables.
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I |. The International Classification for Health Accounts

Thetrainer can begin this unit by reminding students that the “parent” of NHA is the OECD
International Classification for Health Accounts. Unit 1 provided a useful introduction to health accounts
classification schemes.

Each NHA table categorizes health care entities in accordance with ICHA. This classification
scheme describes the principal dimensions of a health care system (namely, financing sources, financing
agents, providers, and functions) in terms of categories whose contents have common characteristics. For
example, sources of health financing may be broken down into the following categories. “public funds,”
“private funds,” and “rest of the world funds.” With these categories, ICHA offers acommon vocabulary
by which countries can describe the financiers, purchasers, and users of health care and the health services
themselves. Using a globally accepted standard allows countries to conduct international comparisons of
their health systems’ performance.

Each classification and category of ICHA (and NHA) has a code. A letter code is used for the four
main classifications used by NHA:

m Financing sources of health expenditures are denoted by the code FS
m Financing agents are denoted by the code HF

m Health providers are denoted by the code HP

m Health care functions are denoted by the code HC

ICHA subdivides these broad categories into more specific entities such as “ public funds,” which are
designated by a numerical code. Therefore, in the row or column heading of each NHA table, the
subcategory islisted first by:

m Theletter code for the principal ICHA categories, e.g., “FS’ for Financing Sources
m Followed by anumerical code, e.g., “FS.1"
= Andfinaly, the ICHA name for the subcategory, e.g., “FS.1 Public Funds’

At this point, the trainer should direct the participants to the list of ICHA names for subcategories
and their respective codes (in the NHA Exercises and Handouts). A more thorough listing of ICHA
classificationsis found in A System of Health Accounts (OECD 2000).

Training timeline: It is recommended that the PowerPoint presentation of this unit be delivered in
two 90-minute sessions, the first session focusing on financing sources and financing agents (subsections
Il and V), and the second on providers and functions (V and VI).

2 This category was not initially included in the ICHA scheme, but is an additional classification developed for usein NHA exercises
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IIl. The NHA Approach to Classifications: Flexibility to Meet
Country Needs

Throughout this section, the trainer will need to reinforce the strong link between the NHA approach
and that of SHA and its international classification scheme.

Asexplained in Unit 1, ICHA was devel oped for the SHA that has been promoted for OECD
countries. NHA is an extension of SHA that targets the needs of low- and middle-income countries: The
NHA methodology starts with SHA classifications but allows further disaggregation of categories to
accommodate the pluralistic nature of developing countries' health care systems. NHA thus stipulates the
following criteria when designing a country’s health sector classification structure:

Respect, to the extent possible, the existing international standards and conventions while
being flexible to meet the specific policy needs required for national analysis. It is possible to
introduce nationally relevant categories, but they should fit within the broader ICHA
categories. For example, take a country that wishes to compare spending in its public and
private hospitals:

ICHA provides only ageneral classification for hospitals, namely “HP.1.1 General hospitals.”
Thisreflects ICHA s original design for OECD countries, most of which have only public
providers and thus no policy need to distinguish between public and private hospitals.
However, the classification is too broad for policymaking in many middle- and low-income
countries, which have more pluraistic health systems.

When adding subcategories, the first two characters of the code should match ICHA
categories. The numbers that follow can designate the more disaggregated, nationally relevant
classification. For example, to accommodate the “public’ and “private” distinction for
hospitals, NHA can add subcategories:

HP.1.1.1 = “GOVERNMENT general hospitals’
HP.1.1.2 = “NONGOVERNMENT general hospitals’

Thetrainer can also point out that it is possible to eliminate ICHA categories that are not
relevant in a particular country.

Each category should be mutually exclusive and exhaustive. This ensures that each
expenditure transaction can be placed in one and only one category.

The classification scheme should be FEASIBLE. In other words, the classification should be
clear and the data are available to be collected.

Inasmuch as these criteria are complementary, they may also conflict with one another. The NHA
team must resolve the conflict in away that best preserves the policy relevance of NHA.

I lll. Classifications for Financing Sources

Asintroudced in Unit 1, financing sources are the ultimate financiers of the health system and
answer the question, “Where does the money come from?’ Table 4.1 illustrates typical categories and
subcategories for financing sources. The unshaded rows are ICHA classifications. The shaded rows
illustrate possible new subcategories that respond to the country’s priorities.
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Table 4.1: Classification of NHA Financing Sources

Code Description
FS.1 Public Funds
FS.1.1 e Territorial government revenue
FS.1.1.1 e Central government revenue
FS.1.1.2 e Regional and municipal government revenue
FS.1.2 Other Public Funds
FS.1.2.1 e Return on assets held by a public entity
FS.1.2.2 e Other
FS.2 Private Funds
FS.2.1 e Employer funds
FS.2.2 e Household funds
FS.2.3 ® Non-profit institutions serving individual grants
FS.2.4 e Other private funds
FS.3 Rest of World funds

Financing sources are divided into three broad categories: public, private, and rest of the world.
Some categories and subcategories generally dlicit questions from participants; the trainer should be
ready to explain the following:

Under “FS.1 Public Funds’

m Territorial government funds. Captures all funds generated as general revenue from the
territorial government. This generally refersto ministry of finance contributions to health
care. Territoria government revenue includes taxes that are earmarked for health care but
collected as value-added taxes (e.g., national lotteries that fund specific health programs),
and/or income, sales, and property taxes. Note that this classification does not include payroll
taxes collected by the government for social security, which is generally categorized under
“employer funds.”

Under “FS.2 Private Funds.”

s Employer funds. Refersto a private employer’ s contributions to the “private” insurance
program of an employee or to “socia security schemes’ (usually mandatory).

m Parastatal employer funds. Describes semi-public or state-owned companies such as a
national airline. If a country chooses to distinguish parastatal expenditures, it may do so by
adding this subcategory. The parastatal company’ s degree of autonomy from the government
determines its placement in either the private or public funds category.

“Rest of World funds. FS.3” includes health funds contributed by international or bilateral donor
partners.

Module 1 - Unit 4. Defining NHA Classifications and the NHA Framework 38




I I\V. Classifications for Financing Agents

Table 4.2 contains categories and subcategoriesin a sample NHA classification for financing agents,
those entities that have programmatic control over how the funds are spent. (The trainer can remind
participants that, as with the NHA financing sources Table 4.1 above, the unshaded rows are categories
found in ICHA. Shaded rows list possible new subcategories that reflect additional country priorities.
Note that specific ministries, such as health, can be added as subcategories.)

Table 4.2: Classification of NHA Financing Agents

Code Description
HF.A Public Sector
HF.1.1 e Territorial Government
HF.1.1.1 e Central Government
HF.1.1.2 e State/Provincial Government
HF.1.1.3 e Local/Municipal Government
HF.1.2 e Social Security Funds
HF.2.1.1 e Government Employee Insurance Programmes
HF.25.1 e Parastatal Companies
HF.B Non-Public Sector
HF.2.1.2 e Private Employer Insurance Programmes
HF.2.2 e Private Insurance Enterprises (Other than Social Insurance)
HF.2.3 e Private Households’ Out-of-Pocket Payment
HF.2.4 e Non-Profit Institutions Serving Households (Other than Social Insurance)
HF.2.5.2 e Private Non-Parastatal Firms and Corporations (Other than Health
Insurance)
HF.3 Rest of the World

Discussion Question

Question: What is social insurance, and when is it deemed private or public?

Answer: The instructor should first ask participants to describe their understanding of
social insurance. A simple definition is that, when insurance is mandated by decree
(either a law or an employer requirement), it is regarded as social insurance. The way in
which the insurance funds are managed determines whether the scheme is a private or

public social insurance.

The trainer should give further explanations of some of these subcategories:

m Social security funds. General socia insurance programs funded by compulsory
contributions from the formal sector for large sections of the community. Social security
funds can include nonhealth services, such as pensions, that should be excluded from the
health expenditure estimate.

m Private social insurance. Programs that are mandated for a select group of people. This
category includes insurance programs set up by the government for its employees only (e.g.,
civil servants health insurance that may exist outside of the general social security schemes).
It may also include mutuelles (mutual health organizations), which are member-owned and
controlled but may also receive contributions from the government.
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m Privateinsurance enterprises (other than social insurance). Refers to both for-profit and
non-profit insurance companies that are voluntary for the beneficiary and do not receive
government contributions.

m Privatefirmsand corporations (other than health insurance). Includes corporations that
administer their own health care program for employees but whose principal purposeisthe
production of market goods or services, not provision of health care. This category could also
include parastatal companies that provide health care to employees.

I V. Classifications for Providers

“Providers’ are entities that provide or deliver health care and health-related services. They are the
answer to the question “who” provides health care services or “where” are services provided.

The ICHA categories for providers include a number of entities of limited relevance for many
countries. For example, some countries have no nursing and residential care facilities. On the other hand,
other countries have types of providers for which ICHA has not established categories. ICHA does not
subdivide the provider classification by type of ownership, a disaggregation that may be useful to many
countries’ policy contexts. For example, owners of outpatient community centers may be non-profit
organizations, governments, or others. To addressthis, a national NHA team may delete irrelevant ICHA
categories and add needed subcategories. The trainer should stress that the team must make every attempt
toretain at least the first two levels (two-digit code) of an ICHA category before adding subcategories.

Table 4.3 shows a partial list of the ICHA provider categories (the handout of ICHA classifications
shows a more complete list):

Table 4.3: Classification of NHA Providers

Code Description
HP.1 Hospitals
HP.1.1 General hospitals
HP.1.2 Mental health and substance hospitals
HP.1.3 Specialty (other than mental health and substance abuse) hospitals
HP.1.4 Hospitals of non-allopathic systems of medicine (such as Chinese, Ayurveda, etc.)
HP.2 Nursing and residential care facilities
HP.2.1 Nursing care facilities
HP.2.2 Residential mental retardation, mental health, and substance abuse facilities
HP.2.3 Community care facilities for the elderly
HP.2.9 All other residential care facilities
HP.3 Providers of ambulatory health care
HP.3.1 Offices of physicians
HP.3.2 Offices of dentists
HP.3.3 Offices of other health practitioners
HP.3.4 Outpatient care centres
HP.3.4.1 Family planning centres
HP.3.4.2 Outpatient mental health and substance abuse centres
HP.3.4.3 Free-standing ambulatory surgery centres
HP.3.4.4 Dialysis care centres
HP.3.4.5 All other outpatient multi-specialty and cooperative service centres
HP.3.4.9 All other outpatient community and other integrated care centers
HP.3.5 Medical and diagnostic laboratories
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HP.3.6
HP.3.9
HP.3.9.1
HP.3.9.2
HP.3.9.3
HP.3.9.9
HP.4
HP.4.1
HP.4.2
HP.4.3
HP.4.4
HP.4.9
HP.5
HP.6
HP.6.1
HP.6.2
HP.6.3
HP.6.4
HP.6.9
HP.7
HP.7.1
HP.7.2
HP.7.3
HP.8
HP.8.1
HP.8.2
HP.8.3
HP.9
HP.nsk

Providers of home health care services
Other providers of ambulatory health care services
Ambulance services
Blood and organ banks
Alternative or traditional practitioners
All other ambulatory health care services
Retail sale and other providers of medical goods
Dispensing chemists
Retail sale and other suppliers of optical glasses and other vision products
Retail sale and other suppliers of hearing aids
Retail sale and other suppliers of medical appliances (other than optical glasses and hearing aids)
All other miscellaneous sale and other suppliers of pharmaceuticals and medical goods
Provision and administration of public health programmes
General health administration and insurance
Government administration of health
Social security funds
Other social insurance
Other (private) insurance
All other providers of health administration
All other industries (rest of the economy)
Establishments as providers of occupational health care services
Private households as providers of home care
All other industries as secondary producers of health care
Institutions providing health-related services
Research institutions
Education and training institutions
Other institutions providing health-related services
Rest of the world
Provider not specified by kind

The trainer may also want to explain some of these categories:

Offices of physicians. Refers to health practitioners who hold a doctor of medicine or
corresponding degree, and who are primarily engaged in the independent practice of general
or specialized medicine. These categories refer to primarily “private” practices of physicians.

Offices of dentists. Like “offices of physicians,” refers primarily to private independent
dental practices.

Offices of other health practitioners. May include independent practices of other health
practitioners such as chiropractors and optometrists. A subcategory may be included to
designate “traditional medicine” providers.

Dispensing chemists. Pharmacies (public and private)

Provision and administration of public health programs. Includes both government and
private administration and provision of public health programs

General health administration and insurance. Refers to establishments primarily engaged
in the regulation of activities of agencies that provide health care and health insurance (e.g.,
agencies that regulate licensing of providers, safety in the workplace, etc.)
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I VI. Classifications for Functions

“Functions” describes “what” types of services are delivered, in contrast to “providers,” that refersto

“who” or “what” deliver care. Table 4.4 lists ICHA and NHA categories and subcategoriesin the

functions classification. (The participant handouts give afull list of ICHA classifications.)

Table 4.4: Classification of NHA Functions

Code Description
HC.1 Services of curative care
HC.1.1 Inpatient curative care
HC.1.2 Day cases of curative care
HC.1.3 Outpatient curative care
HC.1.3.1 Basic medical and diagnostic services
HC.1.3.2 Outpatient dental care
HC.1.3.3 All other specialized medical services
HC.1.34 All other outpatient curative care
HC.1.4 Services of curative home care
HC.2 Services of rehabilitative care
HC.2.1 Inpatient rehabilitative care
HC.2.2 Day cases of rehabilitative care
HC.2.3 Outpatient rehabilitative care
HC.2.4 Services of rehabilitative home care
HC.3 Services of long-term nursing care
HC.3.1 Inpatient long-term nursing care
HC.3.2 Day cases of long-term nursing care
HC.3.3 Long-term nursing care: home care
HC.4 Ancillary services to medical care
HC.4.1 Clinical laboratory
HC.4.2 Diagnostic imaging
HC.4.3 Patient transport and emergency rescue
HC.4.9 All other miscellaneous ancillary services
HC.5 Medical goods dispensed to outpatients
HC.5.1 Pharmaceuticals and other medical non-durables
HC.5.1.1 Prescribed medicines
HC.5.1.2 Over-the-counter medicines
HC.5.1.3 Other medical non-durables
HC.5.2 Therapeutic appliances and other medical durables
HC.5.2.1 Glasses and other vision products
HC.5.2.2 Orthopedic appliances and other prosthetics
HC.5.2.3 Hearing aids
HC.5.2.4 Medico-technical devices, including wheelchairs
HC.5.2.9 All other miscellaneous medical goods
HC.6 Prevention and public health services
HC.6.1 Maternal and child health; family planning and counseling
HC.6.2 School health services
HC.6.3 Prevention of communicable diseases
HC.6.4 Prevention of noncommunicable diseases
HC.6.5 Occupational health care
HC.6.9 All other miscellaneous public health services
HC.7 Health administration and health insurance
HP.7.1 General government administration of health
HC.7.1.1 General government administration of health (except social security)
HC.7.1.2 Administration, operation and support of social security funds
HP.7.2 Health administration and health insurance: private
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HC.7.2.1 Health administration and health insurance: social insurance
HC.7.2.2 Health administration and health insurance: other private
HC.nsk HC expenditure not specified by kind
HCR.1-5 Health-related functions
HC.R.1 Capital formation for health care provider institutions
HC.R.2 Education and training of health personnel
HC.R.3 Research and development in health
HC.R.4 “Food, hygiene and drinking water control”
HC.R.5 Environmental health
HC.R.nsk HC.R expenditure not specified by kind
Example

The need for classification for providers is keenly manifested in the case of curative care
and primary care. In the absence of a classification system or clear-cut definitions,
inpatient care is often considered to be curative care and outpatient care is equated with
primary care. This assumption is incorrect: not all inpatient is curative and not all
outpatient care is only primary. Classifying different types of care and where it is provided
will avoid such false assumptions in the future.

The trainer should el aborate on some of the functional classifications:

Day cases of curative care. Include services such as ambulatory surgery, dialysis, and
oncologica care, none of which should require an overnight stay (otherwise would be
classified as inpatient care).

Outpatient curative care. Includes outpatient health care services delivered by physiciansin
the ambulatory health care facilities or areas of afacility —i.e., ahospital may have an
outpatient/ambulatory care department.

Basic medical and diagnostic services. Include routine examinations, medical assessments,
prescription of pharmaceuticals, routine counseling of patients, dietary regime, injections, and
vaccination (if not covered under public health preventive care programs).

Health-related functions. Only capital formation (e.g., construction and equipping of
provider facilities) will be included in the “total health expenditure” estimate. HCR1.5 should
be added only to the “general health expenditure” (more inclusive of headth-related items)
estimate and not the “total health” estimate.

I VIl. Nonclassifiable Items

An exhaustive classification scheme includes a category for every type of expenditure, although in
practice there may not exist sufficient datato fill all categories. The ICHA scheme accounts for this by
including an additional category, “not specified by kind” or n.s.k. However, use of the category must be
kept to a minimum, as overuse compromises the validity of the estimates. As NHA is conducted
repeatedly, data quality can be improved and the n.s.k. category can be phased out of the classification

process.

Module 1 - Unit 4. Defining NHA Classifications and the NHA Framework 43



VIIl. Applying NHA Classifications: Classifying Financing

Sources and Agents

For exercises 1 and 2, the trainer should remind participants that some entities, such asa MOH or
regional govenments, may be afinancing source as well as afinancing agent. The role depends on the
country context and the nature of the funds received and allocated. Nevertheless, the exercise is agood
starting point for any country NHA team. Later, thislist may be changed and updated as the team learns
more and more about its health system while collecting data.

The trainer should also instruct participants that, when new sub-categories are created, each category
must be numbered consecutively, e.g., MOH HF. 1.1.1.1 and MOJ (Ministry of Justice) HF.1.1.1.2.

Exercise 1:

Sort the entities below into financing sources, financing agents, providers, and functions

Administration of National Insurance Program
Ambulance transport

Armed Forces Medical Services
CATSCAN

Central government hospital

Dental care

Elderly nursing care

Family Planning Clinic

Health foundation (NGO)

Health prevention and education program
Hearing aids

Households

International Development Agency (IDA)
Inpatient care

Laboratory test

Medical university

Midwife

Exercise 2:

Assign ICHA codes to the above entities.

Exercise 3:

Ministry of Finance

Ministry of Health

Ministry of Justice

Ministry of Education

National Airline Company
National Insurance Program
Oil and Natural Gas Commission
Private Insurance Inc.

Private clinics

Private firms, e.g., Coca-Cola
Private pharmacies

Public pharmacies

Salaries of MOH personnel
Salaries of doctors

Traditional healer

Women'’s Health Clinic (NGO)

This exercise is particularly relevant to in-country training workshops, where all
participants are from a single country. The trainer can ask them to identify the main
health care entities in the country and sort the entities into financing sources, financing
agents, providers, and functions. The trainer may want to divide this exercise to fit into
the two PowerPoint presentations, i.e. for the financing sources to financing agents
classifications, the trainer could ask trainees to identify financing sources and financing

agents in their country.
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I Answers to Exercises

Exercise 1:

Sort the entities below into financing sources, financing agents, providers, and functions

(Note to trainers. Discuss as many as time permits)
Administration of National Insurance Program (Function HC.7.2.1 — Health administration and health
insurance; social insurance)
Ambulance transport (Function HC.4.3 — Patient transport and emergency rescue)

Armed Forces Medical Services (Financing Agent — HF.1.1.1 Central govt. excluding social security
funds, Provider — depends on the type of service delivery)

CATSCAN (Function HCR.1 — Capital formation for health care provider institutions)
Central government hospital (Provider HP.1.1.1 — Public general hospitals)

Dental care (Function HC.1.3.2 — Outpatient dental care)

Elderly nursing care (Function HC.3.3 — Long-term nursing care)

Family Planning Clinic (Provider HP 3.4.1 — Family planning centers)

Health Foundation (S.2.3.1 Non-profit institutions — Health foundation and HF. 2.4 — Non-profit institutions
serving households)

Health prevention and education program (Function HC.6 — Prevention and public health services)
Hearing aids (Function HC.5.2.3 — Hearing aids)

Households (Financing Sources FS.2.2 — Household funds and Financing Agents HF.2.3 — Private
household out-of-pocket payments)

Inpatient care (Function HC.1.1 — Inpatient curative care)

International Development Agency (IDA) (FS.3 — Rest of the world and HF.3 — Rest of the world)

Lab test (Function HC.4.1 — Clinical laboratory)

Medical University Hospital (HP.1.2 — University general hospitals)

Midwife (Provider HP.3.3.1 — Office of other health practitioners — midwife)

Ministry of Education (Financing Agent HF.1.1.1.2 — Central government revenue — Ministry of Education)
Ministry of Finance (Financing Source FS.1.1 — Territorial government funds)

Ministry of Health (Financing Agent HF.1.1.1.1 — Central government revenue — MOH or can be [rarely] a
source S.1.1.1 — MOH)

Ministry of Justice (Financing Agent HF.1.1.1.3 — Central government revenue — Ministry of Justice)

National Airline Company (Most often Financing Agent HF.2.5.1 — State-owned enterprises) Depending
on how autonomous the airline is, it can be placed under either public or private sector classification.
Occasionally, it can be classified as a Financing Source, FS.1.3. (Recommended by the PG)

National Insurance Program (Financing Agent HF.1.2.1 — Within social security funds — public social
insurance)

Oil and Natural Gas Commission (Most often Financing Agent HF.2.5.1 — State-owned enterprises,
depending on how autonomous the commission is, it can be placed under either public or private sector
classification. Occasionally, it can be classified as Financing Source FS.1.3)

Private clinics (Provider — HP.3.1.1 — Office of private physicians)
Private firms (Source S.2.1 — Employer funds)

Private Insurance Inc. (Financing Agent — HF.2.2 Private insurance enterprises [other than social
insurance])
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Private pharmacies (Provider HP.4.1.1 — Private dispensing chemists)
Public pharmacies (Provider HP.4.1.2 — Public dispensing chemists)

Salaries of doctors (trick question!) Salaries have to be divided proportionally among the functional
classifications of inpatient and outpatient care. The same applies to maintenance.

Salaries of MOH personnel (Function HC.7.1.1 — General govt. administration of health)
Traditional healer (Provider HP 3.9.3 — Offices of other health practitioners — Traditional healers)

Women’s Health Clinic (NGO) (Provider HP.3.4.9 — All other outpatient community and other integrated
care centers)

I IX. Application of this Unit: Working with the NHA Tables

I The Four Basic Tables

A set of nine tables are used to illustrate the flows of funds between the principal health care
categories (financing sources, financing agents, providers, functions, etc.). It is recommended that
countries work through at least the first four tables:

Table 1 shows the transfer of health funds from financing sources to financing agents.
Table 2 shows the transfer of health funds from financing agents to providers.

Table 3 shows the transfer of health funds from financing agents to functions.

Table 4 shows the transfer of health funds from providers to functions.

J Reading NHA Tables

The trainer may want to use two of the tablesto illustrate how to read an NHA table. Essentially, the
trainer should make the following points:

Within atable;

m  Fundsflow downward from the “originators’ listed in each table column to the
“recipients/users’ listed for each row.

m  Thetotal amount spent by each “originator” is shown at the bottom of each column.
m Thetotal amount received by each “recipient/user” isincluded at the end of each row.
Between tables:

" The flow of funds through all the major categories of health care entities can be traced
between the tables following these rules:

o Therow headings of one table become the column headings or originators of the next
table.

O Thus, therow totals of the first table becomes the “column” totals of the second table.

0 Thetotal nationa heath expenditure is the number contained in the cell at the bottom
right corner of each table and is the same in every table. (Thisis different from the
general health expenditure total that includes health-related functions.)
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Thetrainer should also go over the different possible “total” health expenditure estimates afforded
by the NHA approach.

n Total current expenditure on health (TCEH). Made up of HC.1-7 only

a Tota health expenditure (THE). Made up of HC.1-7 and HCR.1 (Capital formation of
health care provider institutions) What is usually measured by most countries. For
national purposes, national health expenditure estimates address the needs and concerns
of policymakers. It may or may not include any of the health-related functions from
HC.R2-5.

IAdditionaI Tables

In addition to the four principal health care dimensions discussed above (i.e., financing sources,
financing agents, providers, and functions), NHA suggests additional categories, such as:

m Beneficiary groupsrefersto the groupings of people who receive health care goods and
services. These groupings can be made according to socioeconomic status (SES), location of
residence (R) (e.g., urban/rural), age (A), and gender (G). Classification by such beneficiary
groups allows for asignificant analysis of resource allocation, equity, and distributional
issues in health spending.

m Health problems, diseases, interventions (D) refers to the classification of health
expenditures according to specific measures of health and disease, or policy issues, such as
interventions addressing HIV/AIDS, malaria, or reproductive health.

m Inputs(l) includes specific types of inputs used to provide services, such as labor, drugs, and
pharmaceuticals, and medical equipment.

These additional classifications can be used to organize health expenditure information in away that
responds to important health policy priorities. For example, policymakers might want to allocate
resources more equitably among geographical areas; in such a case, the beneficiary group breakdown by
urban and rural areas might be useful. This expenditure information, when combined with other data such
as health outcome information, can provide better indications as to whether current expenditures and
services translate into adequate health gains.

Five additional tables are proposed using these new categories.

m Thedistribution of total current expenditure on health (TCEH) across population age and
gender groups (FA x A/IG)

s Thedistribution of health expenditures acrossregion (FA X R)

m Thedistribution of current expenditure on health by financing agents to the population
classified by per capita household expenditure quintile (FA x SES)

m Allocating different types of inputs by financing agents (FA x 1); classification of inputs are
for those goods that are used to produce health care and health-related services

m Thedistribution of current expenditure on health by financing agents to the population
classified by disease group (FA x GBD)

Thetrainer should point out that all additional tablesillustrate flows of funds from “financing
agents’ to a“beneficiary group.” The trainer may ask the class why financing agents are common in all
these tables. The primary reason goes back to the definition of financing agents — which are entities that
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have “control” over how resources are allocated. So, from a policy perspective, financing agents are
crucial in monitoring how resources are spent across various beneficiary groups.

I References
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OECD. (On NHA Resources CD)
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| Unit 5: Collecting Data

J Learning Objectives

At the end of this unit, participants will:

m Beaware of recommended steps to organizing the data collection process, including the data
plan

m  Know basic tips for strengthening the accuracy and relevance of collected data
m Befamiliar with different secondary sources of data, and their strengths and weaknesses

m  Understand when to resort to primary data collection and what to consider when designing
certain survey instruments

I Content

m Thedatacollection process
m Creating adataplan
m Tipsfor getting accurate and relevant data

m ldentifying secondary data sources: their strengths, their weaknesses, and overcoming the
weaknesses.

m Primary data collection — key elements of survey questionnaires

Discussion questions

I Exercises:

I Training Tips

Now that we have laid the groundwork, we are ready to examine the crux of NHA — collecting the
appropriate data, then analyzing the data. Production of NHA requires extensive data collection from
various players in the health sector: ministries, donors, households, providers, and industry groups such as
private insurers, employers, and pharmaceutical companies.

I |. The Data Collection Process

The trainer should begin this topic by reminding participants that the NHA team should use
country-identified definitions of health spending asthey assemble data. To thisend, some initia
guestions should be kept in mind when organizing the collection process. These questions help determine
which are the “right” types of datafor NHA:

m  What are the definitions and boundaries of health expenditures as identified by the country
team? These should be determined before planning the data collection steps.
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What arethe policy issuesto be addressed by NHA? These policy issues dictate the types
of spending data that are required: for example, type of disease, socioeconomic groups,
demographic groups, ownership of services.

What level of detail isdesired? How disaggregated should the data be? For example,
should information be tailored for use at the regional level or national level ?

With these questions in mind, the trainer introduces the concept of developing adata plan. This data
plan answers the who, what, when, and where of the data collection strategy:

Who will be responsible for collecting which type of data?

What types of information are needed? What is the level of detail? What time period should
the data cover?

When will the data be collected? What is the deadline for obtaining the data?

Wher e should the team get the data? Thisis where the steering committee can help out. The
SC should assist in identifying secondary data sources but also facilitate access to those data.

A data plan is recommended for the following reasons:

It ensures the timeliness of activity completion.
It distributes data collection tasks among the team members.

This facilitates simultaneous data collection from different sources, which contributes to
timeliness,

It also makes the data collection process easier to manage as each team member or group of
team members has the responsibility of collecting data from only one or two sources.

Dividing the data collection process makes identifying breakdownsin the data collection
process easier to identify.

The Unit 5 PowerPoint presentation contains a country data collection plan that the trainer should
present as an illustrative format for a data plan. It is done in the form of atable. The trainer should use it
to present the data plan. Generally, two tables are done, one for collecting primary data and another for
secondary data collection. It is recommended that all secondary data sources be identified first;
information not available from secondary sources will need to be collected through specialized surveys.
Countries should not assume that every NHA activity will need to collect primary data through a survey —
almost 80 percent of NHA data already existsin various formsin a country; thetrick isidentifying
these secondary data sour ces and obtaining access to them. At the end of the presentation, the students
will be tasked with devel oping their own country data plans.
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I lI. Tips for Getting Accurate and Relevant Data

The following tips should be posted in the offices of the NHA team and regularly checked
throughout the data collection activity.

Remember your purpose: to fill in the NHA tables.

Don't get sidetracked by interesting data sources or by the need to repair weaknessesin the
data set; this wastes time and energy.

Before doing a survey, check first to see if datais available elsewhere.

This may require the assistance of the NHA steering committee. For example, results from an
older household survey could be extrapolated to the current time period; or the World Bank’s
Health Sector Note on your country.

Remember to be “critical” even when using available data.

Don't assume that official datais correct. Investigate the “methodology” section for each
study and understand the data collection procedures for the various ingtitutional accounting
records.

Try to obtain an estimate for the same account category from at |east two sources, i.e.,
triangulate the data.

Triangulation involves cross-checking the same estimate from two sources to verify the
reasonableness and validity of the estimates. It may also involve doing a calculation to
confirm that the estimate is within a reasonable range. For example, the MOH asserts that
household expenditures at private physician offices (ICHA HP.3.1) are $30 million. Cross-
check thisfigure with a calculation. Determine average amount of money spent per private
physician (expenditures $/ number of private physicians) and assessiif thisfigureis
reasonable or not. Or look at the $30 million out-of-pocket expenditures on private physicians
with respect to the GDP; does the figure make sense?

Each form of datain the NHA activity must be evaluated using the following gquestions to determine
if the datawill be used or not, and what notes, caveats, or adjustments are needed if the data are used:

Is the data valid? Was the methodol ogy sound?

What are the classifications used in the data source? What are the definitions and boundaries?
For example, if datafrom the Association of Physicians reveal that they earned $100 million,
can you assume thiswas al from households? No — some was earned through contracts with
large employers.

Was the data collected using cash or accrual estimates?

Assess whether data can be extrapolated nationally. Isit alarge enough sample size?
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I lll. Strengths and Weaknesses of Data Sources

Depending on the sources of data, various methods of collection are appropriate. Sources of data
vary by country; however, some of the common sources, and their strengths and weaknesses are listed
below.

Discussion Question
Question:

As the trainer goes over each category of data sources, he/she should also ask the class
what types of data sources are available in their countries and what their strengths and
weaknesses are.

Team members need to pool their knowledge and identify various forms of data sources
in their country. They should write their answers in the NHA Exercises and Handouts.
This will help with the application question that asks trainees to develop their own data

plan.
Table 5.1: Sources of Data: Government Records
Origin Strengths Weakness
® Budget expenditures ® Easily available e Official/unofficial barriers raised because
(executed budgets) e Reliable and accurate of confidentiality
® Economic census data e Comprehensive coverage ® May be disaggregated by regulation or
o Tax reports ) ) expenditures and may differ from the
® Available on a regular basis provider or function categories for health
® |mport and export records e Consistently reported accounts
® Program or institutional ® Discrepancies between audited and
policies and regulation unaudited records
e.g., govt. insurance .
(€.g. g ® Tend to have a time lag (because of
program) : ~C
bureaucratic process of auditing) or
antiquated manual accounting systems

Source: WHO, World Bank, USAID 2003

When discussing government records, the trainer should distinguish between records on anticipated
spending (the budget), unaudited executed budget (what has been spent but is not yet audited), audited
executed budget (what has been spent and officially recognized).

Examples of government records are provided in the handout section of their exercise books. These
examples show that government records are organized in ways that may or may not be easily mapped to
NHA classification categories. For example, government line items may be organized as “recurrent vs.
capital costs,” or by “departments’ or “programs,” or by a mixture of all three. The trainer should ask
participants how their countries present government records. When considering their usefulness for NHA
purposes, the teams will need to know the government definition and boundaries for each line item, and if
the government tracks its spending on a cash or accrua basis. Thisinformation will permit NHA team
members to map government line item codes to NHA classifications. All or any adjustments made to data
to conform to the ICHA categories should be carefully documented.
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Table 5.2: Sources of Data: Other Public Records

Origin

Strengths

Weakness

® Special reports (taskforce)
® Academic studies
® NGO reports and studies

® Government report on donor
funds and in-kind donations

® Very rich in details, but
the focus is only on
specific issues

® Good triangulation

® |imited availability (only
at the end of the fiscal
year)

® | imited geographic, demographic, or
subject scope

® Variable analytic rigor

® Expenditure categories may not match the
needs of the health accounts

® Not done consistently from year to year

Source: WHO, World Bank, USAID 2003

Insurer records are generally difficult to obtain in their raw form and usually some sort of survey is

warranted.

Table 5.3: Sources of Data: Insurer Records

Origin

Strengths

Weakness

® |ndividual insurance companies
or organizations

® |ndustry associations

® Government regulatory body for
insurance (or health insurance
specifically)

® Government tax authority may
have data on revenues of
insurance companies

® Restricted to health
care and related
expenditures

® Limited availability
(only at the end of the
fiscal year)

® May not have the functional detail health
accounts is looking for

® | ikely to exclude patient payments in terms
of co-payments and deductibles

® No central information system and difficult
to pursue every insurance provider in a
country

® Unwillingness to share at least some
proprietary information, such as revenues

Examples of provider records in the handout section of the NHA exercise book.

Table 5.4: Sources of Data: Provider Records

Origin

Strengths

Weakness

® Obtained from providers

® Obtained from regulatory or
financial agencies

® Obtained from industry
associations

® Existing provider survey
® Existing household survey

® Most specific and comprehensive
in the coverage of relevant health

expenditures

® Accuracy is questionable as
providers may be reluctant to
share true financial information

® Records contain little spending ® The scope of older surveys may

that falls outside the boundary of

health

not exactly fit current data needs

® | arge informal sector (traditional
healers) makes it difficult to
capture expenditure data

Source: WHO, World Bank, USAID 2003
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Examples of household surveys are available in the handout section of the exercise book.

Table 5.5: Sources of Data: Household Surveys

Origin

Strengths

Weakness

® Directly linked to social,
economic, demographic,
and other characteristics of
patients

Can be specifically designed
to capture the exact
information health
accountants are looking for

Most accurate information
on out-of-pocket
expenditures that is also
useful for conducting equity
analysis

Conducting surveys is expensive and time-
consuming and so surveys may be infrequent;
therefore data might be old or have to be
extrapolated to the current year. Extrapolation
results in diminished accuracy

Possibility of sampling and non-sampling errors
in reporting can present challenges to the
analysis and accuracy

Records relate only to personal medical services
and cannot be used to estimate expenditure on
collective and public health services

Routine generic household surveys (e.g.
Demographic and Health Survey, household
income and welfare surveys) are held regularly
but do not necessarily include all the relevant
guestions for health care

Source: WHO, World Bank, USAID 2003

Table 5.6: Sources of Data: Donor Country Reports

Origin

Strengths

Weakness

® Provides good background
on country and the sector
(e.g., World Bank health
sector report)

® |ists the key players in the
sector

Sometimes too generic

Difference in disbursements reported
by donors and expenditures reported
by ministries

Difficulty in monetizing in-kind
donations (drugs, vaccines, etc.)
When donors make donations directly

to the an NGO or a local entity, the
financing data are likely to be missed

Source: WHO, World Bank, USAID 2003

I V. Overcoming Data Limitations

A health accountant is likely to encounter three types of problemsin the attempt to gather
information: Asthe tablesin section 111 show, data sources conflict, have limitations, or don’t exist.
Suggestions on how to overcome each of these issues are listed below.

No data are available: In such a case, primary data collection is the only solution. This often
happens when estimating out-of-pocket expenditures, which require household surveys. The primary data

collection process can be divided into two based on their scope.

Major surveys, such as household or provider surveys, have large sample sizes, are complex

and resource intensive, and should be conducted by professional statisticians and survey
specialists. A country’s department of statisticsis best suited for such work. The bibliography
at the end of the unit contains publications on how to conduct household surveys.
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Minor surveys of small sample size, such asinsurance companies, large employers, hospitals,
and government entities, can be conducted by the NHA team. Members may require training
on research methods.

Only one data sour ce exists: This scenario is better than no data at all, but rigorous validity and
accuracy checks haveto be conducted to ensurethat the data are valid. To do this, the NHA team has
to develop alternative ways of estimating the same values. Aberrations may be detected by looking at the
historical information.

Several sourceswith conflicting data: It is valuable to have multiple sources, even when they
provide different numbers. To determine which number is correct, you should:

Compare the methodology used by each source; which one is the most thorough and
rigorous?

Find out exactly what isin included in each number. For example, the MOH estimate for
capital expenditures may be much higher than the MOF's; you may discover that the MOH
number included donor funding.

Check if al the data sources use the same time period, cash or accrual basis, and exchange
rate.

Ask experts or steering committee members for guidance.

If two expenditure estimates differ by less than 2 percent of the total health care expenditure,
then it is generally not worth it to resolve the differences; choose the more conservative
estimate.

V. Primary Data Collection: Key Elements of Survey
Questionnaires

Time permitting, the trainer may want to explain key elements of select survey questionnaires.
Examples of each type of survey are provided as handoutsin the NHA Exercises and Handouts. Some
general guidelines for designing the survey questionnaires are listed below:

Reduce sample frame bias. Sample frame bias occurs when the sampleisnot truly
representative of the univer se (population); in such a case, generalizing sample resultsto
the total population is misrepresentative. This problem can be limited by ensuring that the
sampleis representative of the universe, which means that each member of the universe has
an equal chance to be selected. The key characteristics and their proportion in the universe
population must be identified in order to design a representative sampling approach (sample
frame).

Reduce sampling error: When results based on a sample (a few representative units chosen
from a universe) are used to generalize for the entire universe (all the unobserved units), there
isapotential for misstating the true natur e of things. It can be minimized but can never be
completely eliminated. To provide estimates on the sampling error, some information on the
sample size and the homogeneity of the population is necessary.

Reduce non-sampling error: This error occurs when the survey questions do not ask for
what iswanted or do not get what isasked for. Careful design of the survey questionnaire
and field-testing it before rolling it out helps avoid this problem.

Increase sample size: Increasing the sample size is one way to minimize sampling error.
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However it increases the cost of the survey and therefore should be considered only after all
other options have been exhausted and only after sample frame bias and non-sampling errors
have been minimized.

Health insurance survey questionnaires should include the following elements:
m Specify if theinsurer is private for-profit, state-owned, private not-for-profit.

m  Try to get breakdown between number of “ Group/Company” and “ Individual/Family”
subscribers.

m Get same breakdown for premiums and benefits (usually on provider level, difficult to get
functional).

= Ask whether revenues are reported on a cash or accrua basis.

m  Askif theinsurer receives resources from the government in cash or kind, and the purpose of
the resources (for example, isit a subsidy for people who cannot afford to pay the full
premium?)

m Askif theinsurer receives loans or grants from donors.

m  Ask what portion of premiums of combined life/health policies goesto life coverage and to
health coverage.

Employer survey questionnaires should include the following elements:
= Ownership status (parastatal, private, etc.)
m  Principal activity of company
= Number of employees covered by health insurance and whether dependents are included
m Total amount firm paid in health insurance premiums during reporting period
m  Whether employees contribute to health insurance; if so, how much?
m  What health services are covered?

m  Whether any other government or organization contributes to health care benefits provided by
firm

m  Whether firm reimbursed employees for medical expenses they incurred; if so, how much?
(For example, how much does firm reimburse to private and public facilities?)

s Doesfirm provide on-site services and what are they; if so, does any other NGO make
contributions to these services?

Private employers are sometimes difficult to sample because of alack of any established sampling
frame. The universe or actual number of firms may not be known, especialy in countries where there may
be a high turnover of small firms. Despite this situation, it may not adversely affect the NHA activity if
firm expenditures are anticipated to be only a small proportion of total health spending.

Donor survey questionnaires should include the following elements:
m  What projects are being funded by donors and how much are these projects funded

= What isthe beneficiary institution of the funds (be sure to note any NGO providers that
receive funds)
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Private provider questionnaires could include the following elements:

Total funds received from various entities (e.g., patients, government, employers, and
insurance companies)

What types of functions? (i.e., what type of provider: outpatient center, hospital, laboratory,
retail pharmacy, etc.)

If possible, have all service providers indicate how much of their revenues are spent on drugs,
if any.

Traditional healer questionnaires could include the following elements:

How do patients acknowledge traditional healer services? Through cash, payment in kind, or
“gifts’?

Determine market value of non-monetary “gifts’/payments.

Why did patients come to traditional healers (opinion of traditional healer)? For health
reasons, well-being, etc.? (Remember health expenditure boundaries!)

Recall period should be short (one month or less), unless traditional healer keeps records.
Can HIV/AIDS be captured on this survey? Will be difficult.

I VI. Application of This Topical Unit

Once the presentation is delivered, the trainer should divide the class into country teams and ask the
most senior member of each team to lead the group in determining the team’ s data collection plan.
Agreements on each task should be written on aflip chart; or in the NHA Exercises and Handouts book.
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Unit 6: Organizing Data for Filling in the NHA
Tables

J Learning Objectives

At the end of this unit, participants will:
m  Understand the recommended approach to filling in the NHA tables

m Beableto identify and resolve some principal dataissues (e.g., double-counting) and data
conflicts

I Content

m  General approach to filling in the tables

s Howtofill inthe FSx FA and FA x Ptables

s How tofill inthe FA x Func and P x Func tables
m Resolving data conflicts

= Avoiding double-counting

s Recommended order for filling in the tables

Discussion and application questions

I Exercise

I |. General Approach to Filling in the Tables

Asthisis one of the more complex units, the trainer may choose to present the first half of the
PowerPoint presentation (up to the FS x FA and FA x P tables), then implement the two related case
study exercises (see Unit 7), and then return to the last half of the Unit 6 presentation (how to fill in the
FA x Func and P x Func tables).

Now that the data have been collected, the NHA team uses the datato fill in or “populate” the tables.
This task may seem daunting given the many dimensions of health accounts and the large amount of data
that presumably has been collected. However, careful planning, systematic procedures, and data
validation measures enabl e the team to produce quality NHA tables.

Before outlining the stepsto filling in the tables, the trainer should go over several itemsto keep in
mind throughout the iterative process of NHA:

m Relevance and reliability of the data plays a critical role in determining what numbersto use
tofill inthe tables.
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= The beauty of the NHA table structure is that, like double-entry bookkeeping, there are at
least two views of every entry in the accounts (originators and users); this helpsin validating
the data and avoiding mathematical errors.

m  Know whether data sources use a cash or accrual basis.
= Make sure the expenditures took placein the time period for which they are reported.

s Promptly document every decision made regarding which data estimate was used and why.
Thisalows for aquality control check and facilitates the process in future health accounts
cycles.

m Information for each cell of atable may be compiled from a number of data sources or
repeated in a more than one data source, in which case care should be taken not to double-
count.

s Stay within the definition of health.

m Thefirst approximation of thetablesis tentative and will undergo severa iterations until
the tables are finally filled in and the data verified.

I lIl. How to Fill in the Tables

From amenu of nine tables, countries can attempt to do any number of tables and in any order. Their
choice of tables should be driven by policy concern and data availability. The most common tables that
countries attempt first are the FS x FA table and the FA x P table. The FS x FA table depicts flows from
financing sources to financing agents, and the FA x P table depicts flows from financing agents to
providers.

| FS x FA Table

Start with the FS x FA table. There are many waysto fill in the table, and the choice of approach
rests with the country doing the NHA activity. However, the following steps have proven successful in
many countries.

1. Begin in the “middle’ of the basic NHA tableswith financing agents. FAs are the easiest
category for which to capture expenditures, and from this point it is easier to go forward (to
providers and functions) to estimate uses and backwards to estimate financing sources. Why are
FAsthe easiest category? The first reason is that, because FAs have programmatic control of
funds, they are readily discernible as paying for health care services and goods. The second
reason is that there are relatively few FAs (in comparison to, say, the number of providers).
Finally, dataretrieved from FAsis generally the soundest data available; this makes FAs the
strongest dimension of the NHA tables.

2. List and classify all the potential FAsin thefirst column (vertical axis) of the table.
3. Sort through thetypes of expendituretransactionsrelated to FAs.

m Fundsthat are used to operate a provider or health program are captured as funds allocated by
FAsto providers or functions. For example:

o TheMOH operating its own clinic

0 MOH payment to anon-MOH provider for delivering care to a MOH-insured patient
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0 MOH spending for public health

m Fundstransferred to an organization/individual that is the actual payer of health services are
captured as the funds received by FAs from financing sources. For example:

a Ministry of Finance transfer of fundsto MOH

m Itisalsoimportant to identify and exclude FA spending not used for health care. For
example:

0 MOH spending on retirement homes
4. Make first approximation of FA expenditure
m  Start with central government units such as the MOH, which are the easiest to identify.
= ldentify the various financing sources for each FA.

s UseaT-Account for each FA health fund (see Table 6.1). A T-Account is atool that national
income accountants frequently use. For purposes of NHA, all that is needed for the T-
Account isto identify money attributed to health and identify the source of that money.
Expenditures are listed on the left side of the account and FA revenues (derived from
financing sources) are on the right side of the account. The cardinal rule of T-Accountsis that
the sum of entries on the left must equal the sum on theright; i.e., total revenues must equal
total expenses or retained revenues.

Table 6.1: The T-Account

MOH Health Expenditures Health Revenue
Program 15,000 Cr Ministry of Finance 12,000 Cr
Capital 5,000 Cr USAID 5,000 Cr
Training 2,000 Cr Other Revenue 5,000 Cr
Total 22,000 Cr Total 22,000 Cr

Now the team can start to enter datainto the FS x FA table.

| FAx P Table

Once the first approximation of the FS x FA is done, the team should work on the FA x P table.
m  The column headings of the FA x P tablelist the financing agents of health care.
m Therow headings list providers (producers) of health care.

This step can be complicated because entities that produce and finance health care may overlap. For
example, the MOH may be both afinancing agent and a provider.

1. Break down FA spending by provider type. It is not necessary to put in numbers at this stage,
just identify the providers.

m Breakdowns by provider can usualy be found for the mgjor FA’s such as the MOH. For
example:

0 MOH expense records might reveal that it gives fundsto its hospitals, clinics, etc. List
these providersin the first column of the table. If these records are not available, try to
obtain survey information.

o If household spending estimates are not available, it may be useful to see what services
have been rendered by providers to households.
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m If thereisno direct information on breakdown of FA expenditures, use other estimation
methods. For example:

O Interview an expert. Often a statement like, “Our health insurance policies only cover
physician services and a small amount of drugs’ can be of tremendous value.

N

. Classify the providers with ICHA codes.

w

. Create additional provider rows as hew providers are discovered.

. Enter expenditure estimates in the table. Begin by taking the row totals from the FS x FA table
and place them as “trial sum” column totalsin the FA x P table.

IS

5. From the FA records, enter the initial disaggregated estimates on the corresponding provider line.

m Ifitisnot possibleto break the expenditure down, the NHA team can place the expenditure
estimate in the “n.s.k” category (not specified by kind). But this should be the last resort as
increasing the size of this category reduces the policy usefulness of the NHA study.

6. Evauate data sources from providers and note how much and how the providers earn their
revenue. This step verifies whether the FA estimates (from step 5) are accurate. The trainer
should stress that it is very unlikely that the two FA and provider estimates will match exactly.

Discussion Questions

The following questions about how user fees should be captured usually generate a lot of
discussion and debate among participants. The trainer should be well prepared to
facilitate such debates. The table provided at the end of the Tables section of the
PowerPoint presentation may help in the trainer’'s explanation.

Question: The user fees that are incurred by households for health care services
provided to household (HH) members at MOH hospitals are sent to the central MOH, i.e.,
they are not retained by the hospital that collects them. (The fees are, however, used for
heath care purposes in the future.) Where are these fees captured in the table?

Answer: Households are the financing agent for the amount of the fee they pay.
Therefore, spending by government is a net of those fees. For example, the MOH
operates a hospital at a cost of 2500 Cr. MOH hospital collects 150 Cr from user fees.
Therefore, the household, functioning as a FA, would be assigned 150 Cr in the table; the
MOH would be the FA for the remaining 2350 Cr (2500 - 150 = 2350).

Question: The user fees that are incurred by households for health care services
provided to household members at MOH hospitals are sent to the Ministry of Finance as
part of general tax revenue; they are not retained by the hospital. Where are those fees
captured in the table?

Answer: These fees are not assigned to the MOH as a FA or provider. In fact, they are
not counted by NHA at all, because they are mingled with general revenues and may not
be used for health purposes. The value of services at MOH hospitals is whatever MOH
gives them.
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Question: The user fees that are incurred by households for health care services
provided to household members at MOH hospitals are retained by the hospital. Where
are those fees captured in the table?

Answer: Households are FAs. Their user fees are considered supplemental to MOH
resources given to providers. Therefore, there is no need to subtract the fee amount from
the MOH (FA) amount designated for hospitals, which would be in the cell that is the
intersection of households as FAs and MOH hospitals as Ps in the FA x P table.

In order to evaluate health care policy and make changesif needed, policymakers must understand
what types of care are provided; how and where the care is provided; and the overall equity of health care
spending and its distribution among different age, income, and geographical groups. These issues are
addressed with the help of the next set of tables, which show how expenditures are used. Unlike the
earlier two tables, these need not reflect all health spending. They have a specific analytic dimension (or
function) that highlights selected aspects or elements of the health sector, such as the proportion of total
health spending that isincurred on HIV/AIDS and related diseases, or on a specific segment of the
population.

Whether the scope of these functional tablesis broad or focused, the technique used to fill theminis
the same — use of the ICHA and principle of completeness to the extent possible.

The most frequently attempted tables are FA x Func and P x Func. Both tables measure the amount
spent on different health functions (goods and services). The FA x Func table estimates who pays for
these functions, whereas the P x Func table measures where these functions are provided and by whom
they are provided.

Completing both these tables is recommended. However, if time, resources, or lack of data permit a
country to do only one table, the country’s choice is driven by:

m Policy relevance: If where the services are provided and who provides them is more relevant
than who pays, then the country should choose to do a P x Func table. Otherwise, they should
opt to do the FA x Func table.

m Dataavailability: The nature of the country’ s accounting and payment systems also influence
the choice of the table to some extent. Public sector budgets do not always allocate
expenditures by functions; this makes it difficult to develop the FA x Func table.

Operationally, of course, it is not possible to fill in one table without at least partially filling in the
other. Therefore, experts recommend that NHA teams start by setting up a combination table — FA x P x
Func. This helps to piece together all the available information. Filling in this table can be challenging,
however; the following steps help to clarify the process:

m Totheextent possible, break down each FA’s payments by function — primary care, curative
care, public health programs, dental care, pharmaceuticals, other ancillary services, etc. FAs
that have no existing functional breakdown can be disaggregated by provider type; this
information is then entered into the FA x P table.

= Group all the identified functions under the appropriate providersin the columns, as seen in
the examplein Table 6.2. (The provider list is aready enumerated in the FA x P table.) This
gives the skeleton of the combination table. Functiona breakdown of “single-function”
providersis easy. For example, the amount spent at pharmacies can be attributed to “HC 5.1.
Pharmaceutical and other non-durables.” Functional breakdown of “multifunction” providers
can be more challenging, because expenditures on each function are not easily disaggregated.
An example of thiswould be disaggregating care delivered at hospitalsinto inpatient or
outpatient care; doing so requires checking hospital records.
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Table 6.2: Example of a Combination Table (FA x Function x Provider )

Provider and Financing Agent Total Check
Function HF.1.1.1.1 HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1 HF.2.3 against
Ministry of Ministry of Regional NIA Govt. group | House- FAXxP
Health Defense Govt insurance holds
HP.1.1.1.MOH general hospitals

HC.1.1
Inpatient
curative

HC.1.3
Outpatient
curative

HC.R.1
Capital
formation

HP.1.1.1.MOD hospitals

HC.1.1
Inpatient
curative

HC.1.3
Outpatient
curative

HC.4
Ancillary
services

HC.R.1
Capital
formation

HP.1.1.1.Regional general hospitals

HC.11

HC.1.3

Total FA
spending

Check against
FAxP

Start identifying the data sources:

Socia insurance system where it exists
Households

Donors

Other cost studies

Government program budgets

Private sector data

Construct the combination table by combining and reconciling the results of the preceding
three steps. If the table isfully completed, it can be easily disaggregated into FA x Func and
P x Func tables. If it is partially completed, extract the components that are most complete
and formulate either the FA x Func or the P x Func table. If amarginal amount of additional
extra effort will complete the entire combination table, then the team should try to do so.
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I lll. Resolving Data Conflicts

We all need to remember the 2 percent of Total Health Expenditurerule. This cardinal rule states
that, if two expenditure estimates differ by less than 2 percent of THE, then it is generally not worth the
energy and time to resolve the difference and include it in the tables. However, if the difference is greater
than 2 percent of THE, the team should make an effort to reconcile the two numbers. There are several
suggestions for reconciling data conflicts.

The difference may be easily explainable. For example, the absence of datafrom an FA
may have contributed to its numbers being underestimated originally. Another reason may be
that one data source is simply more reliable than the other.

For large, otherwise inexplicable differences, thor oughly reexamine the estimates: Do they
measure the same data? Do they conform to the same boundaries? Do they measure the same
time period? Do both measure either cash or accrual expenditures?

More intuitively, smply step back and check if the numbers seem reasonable. For
example, is the magnitude between spending on traditional healers and spending on
“mainstream” providers plausible?

With numerous sources of data triangulating the information, i.e., the same pieces of
information being captured from more than one data source, be car eful not to double-count
expenditur es by putting the same expenditure amount in more than one cell of atable. For
example:

A household survey may capture expenditures made to certain providers. A separate
employer survey may revea that employers reimburse their workers for some of these
expenses. The NHA team should not count this amount as both household and employer
expenditures.

Firms may make payments, on behalf of their employees, to insurance companies, which
make direct payments to providers. The NHA team must be careful to not double-count these
transactions (firm payment to insurance companies and insurance company payment to
provider).

Discussion Question

Question: What are examples of other common data conflicts?

Answer: USAID gives $1 million in aid for instituting a vaccination program, but the MOH
spends only $800,000 of it. From USAID'’s perspective, the expenditure is $1 million,
whereas from the MOH'’s perspective, it is $800,000. In such a case, only the actual
expenditure made on the vaccination program — $800,000 — should be captured for the
year in question.

I I\VV. Application of This Topical Unit

The Susmania case study will provide participants practical experience in filling out the tables.
Please refer to Unit 7 for the case study exercise.
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Unit 7: Susmania Case Studies: Applying
the Methodology

J Learning Objectives

At the end of this unit, participants will:

m Have gained practical experiencein filling in the four main NHA tables by working through
the Susmania case study

I Content

m TheFSxFA table
= Interpreting the datafor the FA x P table
m Interpreting the datafor the FA x Func and P x Func tables

I Exercises

Case study and three exercises
| Training Tips

The case study with its three accompanying exercisesis the most challenging, but also the most
rewarding part of the workshop for participants, because it allows them to apply all of the methodol ogical
concepts they have learned up to this point. The exercises deal with various aspects of interpreting data
from surveys and using the estimates to fill in an NHA table. Working through al three case-study
exercisesis encouraged.

Before starting the case study, the trainer should thoroughly familiarize him/herself with the case
study and how to work through the exercises. Then, when introducing the case study to participants, the
trainer should explain that the exercises are demanding, and thus demand participants’ utmost attention
and aertness. Thisintense level of effort in working with real-life NHA issues allows the participants to
derive the maximum benefit from the “classroom” experience. In fact, participants often comment that the
sessions spent working out the case studies are the point at which “al the concepts [previously learned]
jelled,” and they developed a sense of what to expect when implementing their own country NHA
initiatives.

Depending on the participants capacity to manipulate numbers, the case studies will take from one
to one-and-a-half days to implement. Breaks should not be taken while working on a single exercise,
because doing so disrupts the flow of understanding and learning.

In working on the case study exercises, participants will need calculators or some sort of spreadsheet
software, such as MS Excel, and will need to refer to their exercise book for the questions and blank
tables. The trainer should arrange for an LCD projector and an overhead projector to use in teaching the
case studies. Asthe NHA tables are filled, the trainer may want to use overhead transparencies to write
out the calculations that are taking place. For aworkshop of 10-12 participants, the trainer can go through
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each question in the case study in a plenary session. However, for trainings of more than 12 participants,
it is recommended that the class be split in half and that a second trainer or facilitator be assigned to one
of the groups. If participants number more than 25 and participatory break-out sessions are planned, the
smaller groups should not exceed 12-15 members, with one trainer per group.

The unit begins with a description of the socioeconomic context of Susmania, afictional country
upon which all the exercises are based. Module 2 contains a brief presentation on the topic. Participants
have a written description of Susmaniain their exercise book

I |. Overview of the Country

Setting the country context for the case studies: the land of Susmania

Susmaniais asmall, low-moderate income country. It once had an autocratic central government but
has undergone significant decentralization and reforms. The country now has a new government
comprises of a prime minister and several ministries.

The Susmanian currency is called the Cruton (Cr).

Government structure relating to health

The central government comprises the Ministry of Finance (MOF), Ministry of Health (MOH),
Ministry of Education (MOE), Ministry of Defense (MOD), and the National Insurance Agency (NIA).
Thereisonly one parastatal company, namely AZap, Susmania s electric utility. Asthe country has
decentralized, it has established local governmentsin four regions. Each regional government hasits own
taxing authority; this revenue is supplemented with funds from the central government.

Providers in the health sector

Most hospitals and polyclinics are government-owned. Regions generally run and manage primary
care clinics and hospital's, while the MOH runs most secondary and tertiary hospitals and clinics. The
MOD owns and operates its own hospitals for military personnel and their dependents. Some new private
hospitals and clinics have emerged as a result of the reforms. Residents of one region, the Interior region,
rely heavily on traditional healers for their health care. A few employers have on-site clinics for workers.
Most outpatient drugs are bought from community pharmacies.

Health insurance programs in Susmania

Theoretically, all citizens are covered by health insurance from the National Insurance Agency
(NIA) for care delivered at government facilities. NIA isfinanced by 1) payroll taxes, 2) MOH payments,
and 3) co-payments. Employers offer supplemental insurance (private group insurance) to cover co-
payments and care administered at non-governmental facilities. In addition, individuals may purchase
their own supplemental insurance.
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Other actors in the health system

Since Susmania s alow-moderate income country, it receives external financial assistance for many
of its sectors, including health care. Foreign donors involved in the health sector include Médicine sans
Frontiere (MSF), Red Crescent, and Project Hope. Local NGO facilities are financed through donor
funds.

Policy motivation for NHA
m Providereportsto international lendersto evaluate efficiency of loans
m Respond to WHO about health statistics
s Understand the effectiveness of reforms
s Understand how NIA fitsinto health sector
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I 7a. Susmania Case Study | — Filling in the FS x FA Table

Before starting the exercise, the trainer should explain to participants that their participation in
discussion — evidence that they understand NHA concepts and apply them correctly —is more important
than getting the right answers. The trainer should show appreciation even for wrong answers. A
supportive trainer will make everyone feel comfortable and confident in participating.

For this exercise, participants should refer to the blank table presented in their Exercise and Handout
book. The trainer/facilitator will need to walk them through each question and answer. The trainer should
first ask the participants to read and reflect upon the question (allow two minutes per individual question)
and then ask participantsif they have any questions about what they are asked to do. (The trainer, of
course, should be prepared to clarify any issues about which the participants ask.) The participants should
then individually not their responses in their books (allow about four minutes per question). Itis
suggested that the trainer then ask for a volunteer from the group to voice his’her answer.

Itislikely that some participants will grasp the concepts very quickly and dominate the response
periods. The trainer should make sure that all participants have an opportunity to ask their questions and
present their answers. After al participants who wish to respond have done so, the trainer should go over
the answer (and accompanying calculations if necessary). It is helpful for the trainer to write the answer
on either aflip chart or an overhead transparency. For those exercises requiring participants to fill in an
NHA table, it iseasier for the trainer to prepare transparencies containing blank tables.

Below are the questions and answers for the first case study. Also included are hints that the trainer
may want to give participants on questions that they find difficult to understand or tackle. The trainer
should use the answers bel ow when going over the case studies since only very brief explanations are
provided in the notes section of the PowerPoint presentation.

Asa Susmania NHA team member, you have just completed the four initial stepsfor filling in the
tables, i.e., you have 1) started in the middle (FA table), 2) identified financing agents 3) determined the
various types of expenditures, and 4) estimated the amounts for each FA.

Y ou obtain the following total spending amounts for each FA and have already placed these
numbersin the appropriate row total cells of your table.
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Table 7.1: Susmania Financing Agent Expenditures — Preliminary List

SHA Code Entity Expenditure Amount
HF.1.1.1.1 MOH 32,096
HF.1.1.1.2 MOE 329
HF.1.1.1.3 MOD 635
HF.1.1.2 Regional government 21,015
HF.1.2 NIA 60,837
HF.2.1.1 Government group insurance 563
HF.2.1.2 Private group insurance 2,130
HF.2.2 Individual insurance 3,280
HF.2.3 Households 82,092-90,734
HF.2.4 NGOs 2,888
HF.2.5.1 Private firms 3,024
HF.2.5.2 Parastatal firms (AZap) 1,905
HF.3 External organizations 599

You begin tofill in the FS x FA table by disaggregating the funds that FAs receive by the funds
original source: i.e., government, private, and rest of the world. Y ou start by analyzing government
FAs. After thorough research and investigation, you learn that:

s The MOE and MOD get their funds only from the MOF.

m  The MOH getsits funds from only two sources: MOF and donors. Donors gave 1,538 Cr to
the MOH.

Which cells can you fill in for the MOE, MOD, and MOH based on the above information?

Hint:

The key is to look at the row totals and the number of sources of funds for the targeted
financing agent because this tells you how many potential cells will be filled out for the
row of the FA. For example, if a FA has two sources, then its row will have number
estimates in only two cells (i.e., the ones designated within the columns referring to the
two sources).

For the MOE and MOD cells:

Because you know that MOE and MOD get their funds from only ONE source, you can repeat
their row totalsin the Central Gov x MOE and the Central Gov x MOD cells.

m Place 329 for MOE in the Central Gov x MOE cell
m Place 635 for MOD in the Central Gov x MOD cell

m For the MOH cdlls;

m Because you know that donors gave 1538 Cr to the MOH, you can place this amount in the
Rest of World x MOH cell.
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m Because you aso know that MOH getsits funds from ONLY TWO SOURCES, by logic it
follows that the remaining funds [MOH total (32096) — amount given by donors(1538)=
30558] received by the MOH should be placed in the Central Govt x MOH cell (30558)

2. AnMOH isusualy afinancing agent, but in some instancesit can be a financing source: In
Susmania, the team learns that the MOH gives grants to the regional government (986 Cr) and to NIA
(1,106 Cr).

a. Where do you account for the grant funds?

Hint:

Not all the columns and row headings in your worksheet are final. As you analyze each
type of fund transfer, you will notice that certain entities may have double roles or
completely different roles than you anticipated (e.g., some may be both a S and a FA and
not just one or the other). In these cases, you should be flexible and may need to
change, subtract, or add new columns or rows to the table.

Because the MOH in this caseis a SOURCE of funds, you need to create a second column
within Central Government Revenue. This second column will be“ S1.1.2 MOH” and the first
column will be S1.1.1 MOF (make sure that the numbers from the first question are placed in
this column).

Now you can place the 986 amount for grantsin the MOH x Regional Govt. Cell and
Y ou can place the 1,106 amount for grantsin the MOH x NI A cell.
b. Based on thisinformation, how do you reduce the FA TOTAL figure for the MOH?

Hint:

Remember, when institutions report their spending amounts to the NHA team, they do so
without considering whether they acted as a source, financing agent, etc., for each
expenditure transaction. Rather, institutions will simply report a total amount expended as
an institution, and it is up to the NHA team to glean each expenditure transaction and
determine whether, in each case, the institution acted as a source, financing agent, etc. if
an institution acted as more than one health care dimension (i.e., source and financing
agent), then the team must estimate a total expenditure amount for each dimension (they
will need a total spending estimate for the institution when it served as a source, and
another total estimate for the institution when it served as a financing agent).

Remember, in the original list of total expenditures for each stakeholder, the MOH reported that
it expended 32096 Cr. This amount was automatically allotted to the row total cell for MOH asa
financing agent. However, when the MOH also started to act as a“financing source,” the row
total for MOH as a FA had to be reduced. Y ou will need to subtract MOH expenses as a source
(986 + 1106 = 2092) from the 32096 amount. Therefore, the new M OH financing agent total is
32096 - 2092 = 30004.

Fill in the remaining POSSIBLE cells for MOH as a financing agent.

With the new total for MOH as a financing agent, the previously estimated amount (estimated
by subtracting MOH row total — rest of the world amount) for MOF x MOH will have to be

Module 1 - Unit 7: Susmania Case Studies 72



adjusted. Now use the new MOH row total and subtract the ROW amount; therefore, 30004-
1538 = 28466

3. Your team finds that the MOH reimburses (11,772 Cr) to the regional governments for its hospital
services provided to unemployed people (on behalf of the MOH). Note that regional governments get
their health funds from regional taxes and from the MOH.

Which is the financing agent in this case: The MOH or the regional government?

The MOH is the financing agent, because it controls where the money is spent and asks the
regional government hospital to serve as a conduit or a pass-through on behalf of the MOH.

This amount (11,772 Cr) has been double-counted: Once with the MOH and once with the
regional governments. How do you eliminate the double-counting from regional
governments?

Hint:

The trainer should ask the class if they can see why this amount has been double-
counted. A class member should explain why to the rest of the group. The answer has to
do with the fact that institutions and other stakeholders report their expenditure amounts
without considering whether they have necessarily been reimbursed. So two institutions
may record having expended an amount even though one may have reimbursed the

I other.

Subtract the 1172 from the original regional government row total of 21015. Therefore, the new
total x regional government cell will be 21015-11772 = 9243.

Where do you place the remaining amount for the regional government (i.e., not allocated to
grants or reimbursements)?

Refer to the information provided in the question, i.e., that regional governments receive their
funds from only two sources: local taxes and the MOH. Because the participants have already
examined the MOH, they know that the remaining amount of local taxes will be 9243 - 986 =

8257. Such local taxes will be reflected in the regional government as a financing source and

so a new column will need to be created and the amount will need to be placed in a* regional

government x regional government” cell.

4. Moving onto NIA (National Insurance Agency)

= Where would you put “interest income” (566 Cr), which is used to help pay the benefits and
administrative expenses provided by the NIA?

Hint:
You will have to create another column.

Create another “other” category within the private sources columns. The interest incomeis
included because it is used towards the health benefits of beneficiaries (i.e., it isahealth
expenditure). Place the 566 amount in the other x NI A cell.

m Inalargefiretwo yearsago, NIA lost al its records on employer and employee
contributions. So there is no accurate record of what proportion is received from employers
and employees. However, you learn that the norm in the country isaratio of 3:1, employers
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to employees. Allocate the remaining amount between employers and employees (excluding
the interest income and the MOH grant). Note: thisisan ESTIMATE.

Hint:

The trainer may want to state that an “estimation technique” will need to be used. He/she
should ask the class for suggested techniques.

NHA experts suggest using the norm ratio of 3:1 to divide up the remaining amount [60837 -
(1106 + 566) = 59165] between employers and employees.

m Therefore, Employees (or households) contribute roughly 59165/4= 14791. This amount
should be placed in the Households x NI A cell

s Employer fundswill be: 14791 x3= 44374 and this amount placed in the Employer x NIA
cell.

5. Government Employer Insurance Program (GEIP) is an insurance program for government
employees ONLY ; it receives funds from the government and employees.

s GEIPisunableto distinguish between employer (note: government can be the private
employer) and employee contributions. The rules governing the fund state that one-quarter of
funds be collected from employees and the remainder from the employer. How would you
distributeits total of 563Cr?

Use the same estimation technique as before.

m Theemployee contribution is 563 x 0.25 = 141 in the household x GGI cell x 0.75 =422 in
the Private Employer x GGI cell. Note: Because the government is catering only to its
employees, it isreferred to as a“ private employer.”

6. Private Employer Insurance Program (PEIP)

s The PEIP company is also unable to distinguish between employer and employee
contributions. How would you TEMPORARILY allocate its total of 2,130 Cr?

Hint:

The trainer should state that NHA experts recommend a temporary measure and then
explain the approach to the class (rather than letting them mull over this question)

The temporary approach isto keep a placeholder in the appropriate cells and deal with
determining the right numbers at a later stage, after more data have been collected.

m Placean“x” in the Employer x Private Group Insurance cell
m Placea“2130 - x” in the Household x Private Group Insurance cell
7. What source finances Private Individual Insurance (PIl) (3280 Cr) and where would you place this
amount?

Households are the financing source of Pll. Place 3280 in households x individual insurance cell.
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8. Your team now finds that the household survey figure for insurance spending varies significantly
from the estimates reported by the insurance companies that were just entered in previous questions.

Household Survey reports:
= 14,000 Crto NIA
m 2,200 Cr to Private Group Insurance
m 3,450 to Private Individua Insurance

So what should you do with these conflicting estimates?

Hint:

This question requires another estimation technique that can be used when you obtain
two conflicting estimates while filling in the tables. The trainer should go over the
technique rather than let the class tackle this question on their own.

Simply place the household survey estimates in the same cells as the previous insurance
estimates. Y ou will need to do some on-the-side investigation to figure out which estimates are
more accurate. Thiswill be dealt with later.

m Place (14000) inthe HH x NI A cell next to the previous estimate.
s Place (2200) inthe HH x PGI cell next to the previous estimate.

m Place (3450) inthe HH x Private Individual I nsurance cell next to the previous estimate.

9. NGOs:
a) Receive 1,653 Cr from donors.

b) Receive 1,235 Cr from local philanthropy.
Enter these estimatesin the table:
a) Thisissimple data entry: place 1653 in the Rest of World x NGO cell.

b) Where should local philanthropy be placed? Create a new column under Pvt. Funds FS 2.3
non-profit ingtitutions serving individuals. Place 1235 under FS 2.3 x HF 2.4 NGO.

10. Resolving the distribution ratio of private insurance between households and employers (x):

A survey of employers provides a second estimate of premiums paid to private insurance and
also provides the employer/employee split of those premiums (one-third employer / two-third
househol d)

Again, because we have two estimates and don’t know which estimate is more accurate (this
one or the previous household estimate), place the firm estimates in the same cells:

= Inthe Employers x Private Insurance cell, place 2130/2 = 710
m IntheHouseholds x Private Insurance cell, place 2130 - 710 = 1420
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11. Simple data entry:
Where do you enter these amounts?
m  AZap reported getting its entire (1905 Cr) funds from its own profits.
m  Firmsspend 3024 Cr in their own facilities.

m  MSF (donor) fundsits own facilities at an expense of 599 Cr.

Place 599 in the Rest of World x External organization cell. The trainer should
mention that different countries may classify parastatals differently, some may place it as
a public entity and others may place it as a private entity. This depends on the country
context and perception of their parastatals.

a) Place 1905 in the Employers x Parastatal Cell.
b) Place 3024 in the Employer x Private firms cell.
¢) Place 599 in the Rest of World x External organization cell.

12. Starting the reconciliation process:
a) Do atrial sum of the columns.
m Place 29430 in the MOF x Trial Sum total cell.
m Place 2092 in the MOH x Trial Sum total cell.
m Place 8257 in the Regional Government Revenue x Trial Sum total cell.
m Place 566 in the Other Public funds x Trial Sum total cell.
m Place 50435 in the Employer funds x Trial Sum total cell.

m Placea”?’ inthe Household funds x Trial Sum total cell — remember, you still do not
know which of the two household estimates is correct.

m Place 1235 in the Non-profit institutions x Trial Sum total cell.
m Place 3790 in the Rest of the World x Trial Sum total cell.

m After doing the trial sum you learn that another estimate for the total amount financed by
donors (as sources) is 8180 Cr. Place thisin the “ estimated total” row.

n Place 8180 in the Rest of the World x “estimated total” cell.

13. To reconcile amounts:

= Youlearn that the NIA report is more reliable than the household survey estimate because it
has rigid accounting systems.

Which estimate should you keep?

Therefore, keep the NIA estimate of 14791 in the HH x NIA cell, and 3280 in the HH x Private
Individual Insurance cell.

m You also learn that the insurance firm surveys have a higher response rate than the household
survey and therefore is more reliable.
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What estimate should you keep?

Keep the Insurance firm survey estimate of 710 in the Employer x PEIP cell and the 1420 amount
inthe HH x PEIP cell.

Hint:

The trainer should ask the class for some of the factors that may make one survey
estimate more reliable than another; e.g. higher response rate, better sample size, more
pertinent questions that fall within the boundary of your health care expenditure definition,
etc.

m  The NHA team finishes analysis of Susmania s HH Survey!! This causes great joy and the
team proclaims that HH out-of-pocket contributions were 86,413 Cr — How Convenient!
Enter this amount in the appropriate place.

m Thisissimple dataentry. Enter 86413 inthe HH x HH cell.

m After re-examining the donor expenditure amount (8180 Cr), you learn that the estimate
includes food and sanitation expenditures. Which estimate should you take (8180 Cr or the
trial sum estimate)?

Remember that food and sanitation expenses are “ health care-related” expenses and do not fall
within your strict definition of direct health care expenses. Therefore, keep the 3790 (trial sum) estimate.

14. Next steps: SEE IF ROW AND COLUMN TOTALS ADD UP to the same number.

Remember to add up the household funds column to replace the “ ?” with the 106045 number in
theHH x Trial Sum total cell.

The tables on the following pages illustrate what the case study FS x FA table should look like after
each set of questions.

After the completion of this case study, the students should take a well-deserved break!
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7b. Susmania Case Study Il — Interpreting Survey Data for
Filling in the FA x P Table

In order to balance the intensity of each exercise and to maintain the attention spans of the students,
this next exercise is not as time consuming or detail-oriented as the first one. This second exercise does
not ask studentsto fill in the FA x P table per se; rather, it asks students to examine the results from
specific survey questionnaires and to determine which results would be used in the FA x P table and why.
The purposeisto be able to sort through the various responses that an NHA team will obtain on its
guestionnaires and determine which ones are relevant to the FA x P table.

For the classification questions, the answers provided below are suggested classification codes. If the
class has already developed their modified version of classification codes based on their country contexts,
then the trainer should alow for answersthat arein line with these modified classification systems.
Again, trainer “hints’ are provided in the following description of the answers. The notes section in the
PowerPoint presentations do not have these hints and just provide the core answers.

Directions:

Based on the information from the various surveys provided in your exercise book,
answer the following questions:

1. Review Exhibit 7b.1, the Health Insurance Questionnaire.
a) Classify the "bold-type" termsinto ICHA codes.
HP.1.1.2.1 Private for-profit general hospitals
HP 3.4.5.1 Private for-profit health centers
HP.1.1.2.2 Private non-profit general hospitals
HP 3.4.5.2 Private non-profit health centers

b) Asyou can see from the table in exhibit 7b.1, the insurance firms were not able to disaggregate
benefits between "group” and "individua" policyholders. How would you separate the amounts?

Hint:

This question requires students to examine closely other pieces of information provided
in the survey that may give you an indication of how to break down the estimates
between group and individual policyholders.

The questionnaire did provide information on the number of members enrolled in group vs. private
policies. The distribution of members enrolled in group policies and private policiesis 32 percent and 68
percent. Use thisratio to distribute the private hospital and clinic disbursements.

Module 1 - Unit 7: Susmania Case Studies 78



Table 7.2: Estimation of Provider Payments for Group and Individual Policies

HP1.1.2.1 Private-for-profit hospitals 123 | .32 x 123 = 39.36 .68 x 123 = 83.64
HP3.4.5.1 Other private-for-profit health 216 | 32 x 216 = 69.12 68 x 216 = 146.88
centers

HP1.1.2.2 Private non-profit hospitals 437 | .32 x 437 =140 .68 x 437 =297
HP3.4.5.2 Other private non-profit health 1,020 | .32 x 1020 = 326.4 68 x 1020 = 693.6

centers

2. Review Exhibit 7b.2, the Employer Survey

a) Which of the two expenditure estimates provided in this survey should be placed in the FA x P

table?

Hint:

Students should determine what expenditure transactions the two estimates are referring
to. Does one show the transfer of funds between a “source and a financing agent”? and
the other show the transfer of funds between a “financing agent and a provider?” The
purpose of such a question is for students to recognize that, through different types of
expenditure transactions, one type of stakeholder (e.g., Employer) can be classified as
more than one NHA dimension source, financing agent, or provider.

The 3024 Cr amount is most relevant, because this is what the firm spent on on-site health services.
The firm in this case would be the financing agent and its facilities would be the providers; hence it would

be used for a FA x P table.

b) How would you classify it? What ICHA codes would you use?

Hint:

Students will need to search the questionnaire once again for more information on the

types of health services the company directly provides.

To answer this question, the NHA team will need to examine the survey questions to seeiif
information was requested on what types of health servicesthe company providesin its on-site facilities.
We learn that the company provides outpatient care at these facilities.

m Therefore, the classification is “HP 3.4 Outpatient Care Centers” OR “HP.3.4.5. All other
outpatient multispeciaty and cooperative service centers.”

3. Review Exhibit 7b.3, the External Aid Questionnaire
a) Which of the expenditures shown in the survey would be placed in the FA x P table?

Hint:

To answer this question, the NHA team will need to examine all the listed expenditure
types and determine where the money is coming from and where it is going. Only those
funds that are transferred to a provider will be used in the FAXP table.
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Therefore, the only amount used in the FA x Ptableis: General hospital (599)
b) How would you classify it?

The answer is“HP.1.1.2.1 NGO Hospital.” This assumesthat HP1.1.2 refers to private genera
hospitals (HP1.1.1. refers to public hospitals).

4. Review Exhibit 7b.4, the Special Tabulation of the Household Survey.
a) Which of the categories of expenditures can be placed in the FA x P table?

Hint:

The trainer may want to tell the students that the purpose of this question is for them to
be able to distinguish between the various expenditure transactions that may be found on
a survey and fit them into the NHA format.

m  Co-payments at hospitals (13643 Cr)
m  Co-payments at polyclinics (11965 Cr)

m Purchase of prescription drugs (41042 Cr). Y ou can use this amount to assume the full costs
borne by pharmacists [providers].

s Paymentsto other health practitioners (19763 Cr)

b) You've learned from patient admission records that households visit private clinics as opposed to
public clinicsin aratio of 3:2 and that they visit private hospitals vs public hospitalsin aratio of
2:3.

Hint:

The trainer may want to tell the students that the purpose of this question is for them to
be able to understand the value of utilization data in making expenditure estimates.

For Clinics: PRIVATE 3: PUBLIC 2
» For Clinics:11965 (co-payments at polyclinic) / 5 = 2393
= |n order to get private expenditures: 2393 x 3= 7179
= |n order to get public expenditures: 2393 x 2 = 4786

For Hospitals: PRIVATE 2: PUBLIC 3.
= 13643 (co-payments made at hospitals) /5 = 2728.6;
= |norder to get private expenditures: 2728.6 x 2 = 5457.20
= |n order to get public expenditures: 2728.6 x 3 = 8185.80
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7c. Susmania Case Study Il — Filling in the FA x Func and
P x Func Tables

Thisis another intense case study exercise (but not as time consuming as the first one) that asks
students to sort through various data and determine how to use them to fill in the functional tables. Again,
the trainer should ask studentsto fill out a“starting point” combination table followed by a blank FA x
Func table that are available in the student exercise book. Use the same approach of walking through this
case study as was applied for the first Sx FA exercise. “Hints’ are provided below (but not included in
the notes section of the PowerPoint presentations).

Directions:

Using the combination table/worksheet (handout), read the following questions and fill in
the appropriate expenditure estimates in the table shell. Example of the combination
table was given in Unit 6 (Table 6.2).

In order to create the two tables (FA x Func and P x Func tables) the NHA team finds it easier to
begin the process by attempting a FA x P x Func combination table. The first step, which has been done
for you, is to organize the general row and column headings (see worksheet). Assume you have already
completed the FA x P table and therefore you have the totals for FAs and Providers'.

Table 7.3: Totals for Financing Agents (as taken from the FA x P table)

HF.1.1.1.1 MOH 7,839
HF.1.1.1.3 MOD 8,569
HF.1.1.2 Regional Government 41
HF.1.2 NIA 20,802
Government Group Insurance 109
Households 308
Total 37,668

Table 7.4: Totals for Providers (as taken from the FA x P table)

HP.1.1.1.1 MOH General Hospitals 9,387
HP.1.1.1.2 MOD Hospitals 8,569
HP.1.1.1.3 Regional General Hospitals 19,712

TOTAL 37,668

* Please note that this case study is an abbreviated version of the complete table for Susmania, asit does not include traditional healers, employer clinics, pharmacies, and donor

hospitals.
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1. Placethe abovetotalsin the appropriate cells on your combination table shell.

The row totals (specifically the “check against FA x P’ cell) of the combination tables should
include the above estimates for providers. The column totals (specifically the “check against FA x P’ cell)
should include the above estimates for financing agents. Therefore:

m 9387 should be placed in the “Check against FA x P’ x MOH General Hospitals cell.

m 8569 should be placed in the “Check against FA x P’ x MOD Hospitals cell.

m 19712 should be placed in the “ Check against FA x P’ x Regional General Hospitals cell.
m 37668 should be placed in the “ Check against FA x P’ x “Total FA Spending” cell.

m 7839 should be placed in the MOH x “Check against FA x P” cell.

m 8569 should be placed in the MOD x “Check against FA x P” cell.

m 41 should be placed in the Regional Government x “Check against FA x P” cell.

m 20802 should be placed in the NIA x “Check against FA x P’ cell.

m 109 should be placed in the Government Group Insurance x “Check against FA x P’ cell.
m 308 should be placed in the Households x “ Check against FA x P’ cell.

m 37668 should be placed in the Total x “Check against FA x P’ cell.

m Youreceive the data below and know that these numbers should be placed in the table —to
your surprise, you learn that this has already been done for you (by the NHA fairy!)

Regional General Households NIA Govt. Employee
Hospitals Insurance Program
Inpatient 0 9,422 60
Outpatient 201 4,640 49
Total 201 14,062 109

2. MOH general hospital records state the following totals (for all MOH hospitals combined):

= General administrative expenses (3,676 Cr). Y ou learn that the GA estimate includes capital
formation of 717 Cr.

= TOTAL inpatient expenditures were 4,693 Cr.
= Qutpatient expenditures were 1,018Cr.

How will you allocate these estimates in the appropriate cells of the table?
a) Where does the capital formation estimate go?

The 717 Cr estimate refers to capital formation: Isthisaprovider or afunction category? Answer:
function.

= Therefore, first classify it as: HCR.1 Capital Formation (list thisin the functional row heading
under the relevant provider).

= Because we do not know specifically which financing agent contributed to the hospital capital
formation (cannot simply assume the MOH at this stage), the 717 estimate is placed in the
“Column TOTAL x MOH Hospital Capital Formation cell.”
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b) How do you handle GA estimate?

Hint:

The trainer should remind students that they are looking at PROVIDER records and to
remember how NHA classifies general administrative at the provider level.

The GA expenses are 3676 - 717 = 2959. But how do you classify GA expenses? In NHA, GA
expenses DO NOT have their own separate category. Administrative expenses of a provider are NOT
alocated to Function HC.7 (Health administrative and health insurance), which includes only expenses
related to the MOH at the central and provincial level (not provider!). Rather, the 2959 is included as part
of the cost of services provided. Therefore, the 2959 GA estimate hasto be allocated to inpatient and
outpatient expenditures. Thiswill be resolved in the next question.

¢) Finaly, input inpatient and outpatient estimates.
First classify and add functional rows for inpatient (HC 1.1) and outpatient (HC 1.3) categories.

You learn that inpatient spending is 82.2 percent of total spending (inpatient + outpatient only [4693
+1018 = 5711]) at MOH hospitals (4693/5711). Therefore, the GA amount that is added to the
inpatient spending is 0.822x 2959 = 2432. So total | npatient becomes 2432 + 4693 = 7125

Y ou determine that outpatient spending accounts for 17.8 percent of total spending (inpatient +
outpatient only) at MOH hospitals (1018/5711). Therefore the GA amount that is added to outpatient
spending is 0.178 x 2959 = 527. Total Outpatient = 527 + 1018 = 1545.

Therefore, the 7125 amount needs to be placed in the “total column x MOH Hospital Inpatient cell.”
The 1545 number should be placed in the “total x MOH Hospital Outpatient cell.”

3. Intermsof Financing Agentsthat contribute to MOH hospitals,

a) You learn from the household survey that Households pay 107 Cr at MOH hospitals and the full
amount goes to co-payments for outpatient care. Where do you place this estimate in your table?

Place 107 in HH x MOH Outpatient cell.

b) You learn that NIA has reimbursed the MOH for services incurred by NIA’s beneficiaries. NIA’s
total payment to MOH is 6,740 cr and 88 percent of this amount goes to Inpatient Curative and
remainder to Outpatient Curative. Place NIA’s contribution to MOH hospitals in the appropriate
cells of the table.

NIA’s reimbursement for Inpatient curative is 0.88 x 6740 = 5931. Place this number in the NI Ax
MOH Inpatient cell.

NIA’s reimbursement for Outpatient curative is 0.12 x 6740 = 809. Place this number in the NI A
X MOH Outpatient cell.

¢) You learn that the only other contributor to MOH facilitiesisthe MOH itself.
What isthe MOH share of expenditures going to its hospitals?
Hint:

the key is to look at the row totals and the number of sources of funds for the targeted
provider because this tells you how many potential cells will be filled out for the row of the
provider.
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To figure out the MOH share: Take row totals and subtract HH and NIA contributions.

Therefore, the total amount contributed by MOH = 9,387- (107 + 6740) = 2540, which should be
placed in the MOH x MOH General Hospital.

And what is the subseguent functional breakdown? Y ou learn that MOH contributes the full capital
formation costs for its facilities.

For the MOH contribution to inpatient curative = 7125 - (0 + 5931) = 1194 (in MOH x MOH
Inpatient cell)

For the MOH contribution to outpatient curative = 1545 - (107 + 809) = 629 (in the MOH x MOH
Outpatient cell)

Place the 717 amount in the MOH x MOH HCR 1 Capital Formation cell
Now check to see that the rows add up for MOH hospitals.

Regional General Govt. Employee
Hospital Households NIA Insurance (GGI)
Inpatient 0 9422 60
Outpatient 201 4640 49
Total 201 14,062 109
4. For regiona government hospitals
Table 7.5: Breakdown of Inpatient and Outpatient Care at Regional Hospitals
Regional General Households NIA Govt. Employee
Hospitals Insurance
Inpatient 0 9,422 60
Outpatient 201 4,640 49
Total 201 14,062 109

a) From the regional hospitals you discover that their TOTAL expenditures are 19712 Cr. Thisis
broken down functionally into 12419 Cr for inpatient and 7293 Cr for outpatient. Place these
estimates in the appropriate cells.

Thisissimple data entry:

= Thetotal amount: 19712 Cr should be placed in the “ Total x Regional govt. hospital total”
= Theinpatient amount: 12419 Cr should be placed in the “ Total x Regional govt. inpatient

total”

= The outpatient amount: 7293 Cr should be placed in the “Total x Outpatient regional govt.

total”

b) Y ou learn that regional governments spend 41 Cr total at their own hospitals. The MOH pays
5,299 Cr total for regional hospitals. But the functional breakdown for these two FAsis not
known. Y ou aso know that these are the only two remaining FAS (that have not been previously

accounted for) that contribute to regiona hospitals.

What do you do? How do you account for regional government and MOH functional spending at
regional hospitals? Estimation technique:
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Hint:

This is an estimation technique. NHA recommends dividing the inpatient and outpatient
expenditures using the same ratio as that of the remaining “unallocated” balance for
inpatient and outpatient.

The remaining unallocated balance for inpatient curative is 12419 - (0 + 9,422 + 60) = 2937
The remaining unallocated balance for outpatient curative is 7293 - (201 + 4640 + 49) = 2403

The remaining unallocated TOTAL balance for regional hospitalsis 19712 - (201 + 14062 + 109) =
5340

Therefore, unallocated inpatient expenditures is 2937 / 5340 = 55 percent of total for regional
hospitals.

So unallocated outpatient expenditure is 2403 / 5340 = 45 percent of total for regional hospitals.

With no information on the breakdown of Region, Govt. and MOH spending you should use the
same 55/45 split that is unallocated.

Therefore, Regional govt. inpatient curativeis: 0.55 x 41 = 23 and regional gov. outpatient is 0.45 x
41 =18 (23 Cr should bein regional govt. x regional hospital inpatient;) (18 Cr should be placed
inregional govt. x regional hospital outpatient cell). MOH govt. inpatient curative is: 0.55 x 5299
= 2914 and MOH outpatient is 0.45 x 5299 = 2385 (2914 Cr should bein MOH x M OH hospital
inpatient cell; 2385 Cr should be placed MOH x M OH hospital inpatient)

Remind students to document these calculations carefully so they can retrace their steps/methods of
estimation.

5. You receive the following breakdown of expenditures at MOD general hospitals. It doesn’t exactly

match ICHA classifications.

= A cost study conducted by ChrisJay Univ. Estimated that the relative sizes of inpatient and
outpatient shareis 3:1.

» Youlearn the MOD isthe only contributor of expenditures at its hospitals

Table 7.6: Break Down of MOD General Hospital Expenditures

7.01.01 Salaries 1963

7.01.02 Drugs 1227
7.01.03 Laboratory and X-rays 981
7.01.04 General Administrative Costs 573
7.01.05 Meals 41
7.01.06 Laundry 40
7.01.07 Maintenance 900
7.01.08 Construction 717
7.01.09 Janitorial Services 491
7.01.10 Medical Equipment 1636

Total Expenditures 8,569

How would you classify these expenditures as ICHA functional categories?
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Hint

Refer back to what is classified as its own functional category and what is supposed to be
“rolled-in” to another functional category.

The line items estimates can be rolled into four NHA functional classifications that will require their
own rows and classifications in the table: 1) HC1.1 Inpatient curative care, 2) HC 1.3 Outpatient curative
care, 3) HC4 Ancillary servicesto medical care, 4) HCR.1 Capital formation for health care provider
ingtitutions

Itemsto be split in 3:1 ratio between HC1.1 Inpatient curative care and HC 1.3 Outpatient curative
care are;

m  Salaries (.75 x 1963 = 1,472 - Inpatient; 491- Outpatient)

m  Drugs (.75 x 1227 = 920-Inpatient; 307 - Outpatient) Rationale: hospitals may have one
pharmacy that provides drugs for both outpatient and inpatient drugs

m  General administrative costs (.75 x 573 = 430-Inpatient; 143 - Outpatient
= Maintenance (.75 x 900 = 675-Inpatient; 225 - Outpatient),
m Janitoria Services (.75 x 491 = 368-Inpatient; 123 - Outpatient)

Items to be included under HC1.1 Inpatient curative only:
s  Meds(41)
s Laundry (assuming 100% percent of laundry isfor inpatients) (40)
Items to be included under HC4. Ancillary servicesto medical care
m Laboratory and X-rays (981)
Items to be included under HCR1 Capital Formation for health care provider institutions
m  Construction (717)
s Medica Equipment (1,636)

b) What expenditure estimates would you use? Enter them into the table.
m Thetota amount that the MOD gives its hospitals for:

m Inpatient (HC 1.1) = 1472 + 920 +430 + 675 + 368 +41 + 40 = 3946 (MOD x MOD Inpatient
cell)

s Outpatient (HC 1.3) =491 + 307 + 143 + 225 + 123 = 1289 (MOD x MOD outpatient cell)
s Ancillary Services (HC 4) =981 (MOD x MOD Ancillary Services cell)
m Capital Formation (HCR 1) = 717 + 1636 = 2353 (MOD x MOD Capital Formation cell)
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6. Now that you have the completed the combined table, your next task is to separate the expenditures
into 1) FA x Func table and the 2) P x Func table (for purposes of this exercise, the NHA fairy has
completed this table for you). Use the new handout to complete the Fax Func table.

Table 7.7: Provider by Function Table

Provider
HF.1.1.1.1 HF.1.1.1.2 HF.1.1.1.3
Function
MOH General MOD Regional Govt. Total
Hospitals Hospitals General Hospitals

HCL1.1 Inpatient Curative 7,125 3,946 12,419 23,490

HC1.3 Outpatient Curative 1,545 1,289 7,293 10,127

HC4 Ancilliary Services 981 981

HCR 1 Capital Formation 717 2,353 3,070

Total Provider Spending 9,387 8,569 19,712 37,668

Check against FAXP 9,387 8,569 19,712 37,668

Table 7.8: Financing Agents by Functions
Financing Agent
Function HF.1.1.1.1 HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1 HF.2.3
MOH MOD Reg. Govt NIA GGl Households Total

HC.1. Inpatient
Curative 4,108 3,946 23 15,353 60 23,490
HC.1.3
Outpatient
Curative 3,014 1,289 18 5,449 49 308 10,127
HC.4 Ancillary
Services 981 981
HCR.1 Capital
Formation 717 2,353 3,070
Total FA
Spending 7,839 8,569 41 20,802 109 308 37,668
Check against
FaxP 7,839 8,569 41 20,802 109 308 37,668
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Unit 8: Interpreting the Results and Policy
Implications

J Learning Objectives

At the end of this unit, participants will:
m  Understand the policy utility of NHA
= Understand how to interpret and present the NHA results to answer “so what” questions
s Draw policy implications from the results

s Become familiar with other country experiences

I Content

m Utilizing NHA findings in conjunction with other data
s Understanding how NHA informs the policy process — examples from around the world

m Disseminating NHA results

I Exercises:

Application questions

J Training Tips

In the past few units, most of the NHA work has been the task of the NHA technical team, with
oversight from team leaders and input from the steering committee. Now that the technical members have
produced the NHA tables, it istime for the focus of activity to shift to the team leaders. (The trainer may
wish to review with participants the roles and responsibilities of technical members and team leaders,
enumerated above in Unit 2.) The team leaders now help the technical members to interpret the NHA
findings in conjunction with other data, and to present and disseminate the findingsin away that is
comprehensible and relevant to policymakers, thereby increasing the NHA data s utility in the
policymaking process.
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|. Enhancing the Policy Value of NHA: Combining NHA
Findings with Other Data

The NHA estimation of financing flows and expendituresis a solid indicator of the “financial
health” of a health sector. However, NHA results are more valuable, i.e., policy-relevant, when viewed in
conjunction with other, non-financial types of data such as the following:

1. Socioeconomic indicators: The country doing NHA should compare its health spending numbers
to other countries of similar socioeconomic status; overall GDP or GDP per capita can be used
as apoint of reference. Access to care by income groups can be used to measure equity.
Wherever possible, purchasing power parity (PPP) and constant currency should be used,
particularly for conducting trend analysis.

2. Health service production data: Measures such as the rate of immunization and volume of
patients are used for calculating efficiency of the resources used.

3. Health outcome data: Health statistics, disease burden, etc. also are used to measure equity and
efficiency.

4. Other demogr aphic data: Indicators such as population growth rates and fertility rates are used
to forecast and budget for health spending in the future and this can be used as a strategic policy-
planning tool.

Case Study Example: Enhancing NHA in Jordan

NHA shows that Jordan spends 9.1 percent of its GDP on health care (Al-Madani, Al,
Lubna Al-Shatwieen, Dwayne Banks, et al. 2000). This statistic alone is not very
informative, nor does it send any policy message, because it does not tell policymakers
the significance of the statistic. This NHA finding needs to be compared with other data.

International comparative data: Jordan’s rate is the second highest among eight countries
in the Middle East region (De and Shehata 2001).

Socioeconomic data: This level of expenditure may not be sustainable given weak
economic growth (~ 2 percent per year since 1998) and high population growth rate (3.8
percent.).

Health data: Jordan’s percent of GDP going to health care may be too high compared
with health outcome measures such as infant mortality rate, maternal mortality rate.

Two obvious policy implications, or answers to the “so what” questions, can be drawn from this
finding:

1. Jordan should increase efficiency of its health resourcesto produce, at the same cost, more
services to support the needs of its growing population, or
2. Contain costs throughout the health sector.

A population’s health outcomes depend on many factors, of which health spending is only one.
Figure 8.1 highlights factorsintrinsic and extrinsic to the health care system that influence health
outcomes.

Module 1 - Unit 8: Interpreting the Results and Policy Implications 90



Figure 8.1: Extrinsic and Intrinsic Factors that Determine Health Care Outcomes
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I Il. How NHA Informs Policy: Examples

Figure 8.2 illustrates how NHA links to health policy decisions.

Figure 8.2: How NHA Links to Health Policy Decisions

Health policy decision areas Flow of resources in health financing Some key policy questions
Financing Sources How are resources mobilized?
Resource mobilization/ .Who pays?
financing strategies «Who finances?
.Under what scheme?
¢ ; How are resources managed?
Pooling arrangements Financing Agents .What is the financing structure?
Cost recovery .What pooling arrangements?
Regulation of payers .What payment/purchasing
v arrangements?
Financial incentives Inputs Providers Functions Who provides what services?
Subsidies .Under what financing
Resource allocation arraﬂgerr:\eqts? .
Provider regulation - = «With what inputs?
. - Who benefits?
Targeting Important Distributions e.g. .Who receives what?
istributi ici . Sacio-Econ. .How are resources distributed?
Redistributive policies Age/Gender  Location Go-Ee
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NHA facilitates the policy process at all stages: dialogue, design, and implementation, and
monitoring and evaluation. Following are examples of how different countries have used the NHA tool in
regard to policy.

] Policy Dialogue

Egypt

Egypt is an example of a country where the findings from NHA combined with other data were used
by the Minister of Health and Population and international agencies (World Bank, U.S.Agency for
International Development, and European Economic Commission [EEC]) to initiate a policy dialogue that
led to the design and ongoing implementation of an initiative to restructure how primary health careis
organized and financed.

The NHA results showed that Egypt spent nearly 4 percent of GDP on health care with household
out-of-pocket expenditures amounting to 50 percent of total expenditures and the Ministry of Health and
Population (MOHP) accounting for less than 20 percent of total expenditures. While the sum spent on
primary care should be adequate to provide a set of basic servicesto al, most of these resources were not
organized or alocated in efficient ways. The burden of these expenditures was very inequitably
distributed, with the poor paying the largest share of income. Thisform of financing also resulted in lower
levels of accessto care by the poor and those living in rural areas.

The findings provided the Minister of Health and Population with the information needed to
convince the People’s Assembly, the public, and those working within the MOHP of the need to
significantly restructure the way primary health care was organized and financed in Egypt. These findings
also provided valuable information to the World Bank, USAID, and EEC to inform their own discussions
with the government as well as among themselves.

Tanzania

Findings of the draft NHA report revealed that donor contributions to the health sector are rather
large and considerable portions of the donor expenditures are not recorded properly in government
budgets. Thisimplies poor coordination of donor resources and little control of the government over
management of health sector funds. The NHA results were used internally within the government and
shown to some donors, to garner support for Sector Wide Approaches and donor basket funding to
decrease off-budget spending.

Mexico

NHA revealed that health spending varies considerably across Mexico, with spending in wealthier
states six times that of poor states. When NHA results were further assessed in conjunction with
household income data, disparities became apparent, particularly in private expenditures. Analysis
revealed that in the lowest income decile (constituting 17 percent of the population) health expenditures
consume more than 50 percent of the household' s disposable income. This has a catastrophic effect on
standard of living.

Another key finding was that public health expenditures are not distributed according to need as
measured by the burden of disease. As aresult, the MOH began a policy dialogue to channel and monitor
alocation of public transfer to states according to need as measured by income levels and/or burden of
disease. The data also informs debate on insurance for the poor.
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I Policy Design and Implementation

Egypt

Informing discussions to restructure primary health care in Egypt: The Egyptian Ministry of Health
and Population (MOHP) and collaborating international agencies (World Bank, USAID, and European
Commission [EC]) used findings from NHA as well as non-financial datato initiate a policy dialogue that
led to the design and ongoing implementation of a primary heath care restructuring initiative. NHA results
contributed to the promotion of thisinitiative by showing that Egypt spent nearly 4 percent of its gross
domestic product (GDP) on health care, with household out-of-pocket expenditures amounting to half of
total expenditures and the MOHP accounting for less than 20 percent of the total. While the sum spent on
primary care should be adequate to provide a set of basic servicesto al, most of these resources were not
organized or allocated efficiently. The burden of expenditures was inequitably distributed, with the poor
paying the largest share of their income for care. Thisform of financing also resulted in lower levels of
access by the poor and those living in rural areas.

Such findings provided the then Egyptian Minister of Health and Popul ation with the needed
information to convince the People’ s Assembly, the public, and those working within the MOHP, of the
need to significantly restructure the way primary health care was organized and financed in Egypt. In
addition, NHA provided valuable information to the World Bank, USAID, and EC to inform their own
discussion with the government. Conseguently, the Minister of Health and the international donors,
through a series of discussions, were able to arrive at a mutually acceptable reform agenda as well as
receive financial support.

Lebanon

The 1998 NHA resultsin Lebanon highlighted excessive expenditures on health care —almost 12.5
percent of the GDP, far higher than other upper-middle income countries with similar socioeconomic
characteristics. An investigation into the reasons for the high expenditures revealed that a high percentage
of health services were provided by the private sector but paid for by the government on a fee-for-service
basis.

This contributed to high utilization rates and therefore high costs. As aresult, the Lebanese
government is now taking steps toward provider payment reforms. The reform will introduce a system of
capitated payments and a schedule of fees, as well asidentify medical procedures that can be conducted
on an outpatient or day basis rather than the current, more costly inpatient basis.

South Africa

In South Africa, the first round of NHA, which estimated 1992/1993 expenditures, occurred soon
after the end of apartheid and was a response to the African National Congress-led government’s
commitment to allocate resources more equitably, in particular to address the needs of traditionally
marginalized populations. This new policy environment called for a more evidenced-based approach to
policy formulation; NHA was identified as a potentially useful tool to provide policy-relevant information
regarding the health care system’ s status in meeting equity objectives. Principal findings of NHA showed
that the geographical distribution of health care resources was not equitable. Less money wasinvested in
public health care in the poorer magisterial districts than in the wealthier ones. Average public health
expenditure per person was 3.6 times more in the richest districts than in the poorest districts. Also, the
poorer districts (which are areas with the greatest health problems) had the worst geographical accessto
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health workers, hospitals, and clinics. Specifically, the richest magisterial districts employed 4.5 times
more doctors and 2.4 times more registered nurses than did the poorest areas (Table 8.1).

In addition to contributing to increased awareness at the senior policy level regarding the disparities
in resource allocation, NHA findings served as an impetus for designing new policies to geographically
redistribute South Africa’s health resources in a more equitable manner. For example, a government
moratorium was placed on the building of new private hospitals, because these hospitals were usually
built in the richest neighborhoods, where residents already had the greatest access to health care. The
study further prompted the government to take a more active role in coordinating and regul ating where
both public and private health resources are used. The equity issues highlighted by the study also
contributed to the government committing to shift public health fundsto primary health care services and
infrastructure, particularly in poor and rural regions of the country. Finally, discussions were initiated and
aproposal submitted regarding the introduction of a national socia health insurance scheme. NHA
contributed significantly to the development of government policies aimed at improving equity by
providing relevant information on the extent to which each income-level group absorbed country health
care resources.

Table 8.1: South Africa: Distribution of Health Care Providers by Income Quintiles

Quintiles of Magisterial Districts General Doctors Registered Nurses
Sorted by Income per Capita
Q1 (lowest income) 5.1 78.7
Q2 9.4 90.9
Q3 15.8 128.4
Q4 135 128.2
Q5 (highest income) 23.3 189.9

Source: Mcintyre et al., 1995

I Monitoring and Evaluation

Intertemporal comparisons can be made in countries where NHA is carried out routinely. Such
comparisons help to evaluate the effectiveness of the implemented strategies. Consistent production of
NHA allows decision makers to understand how health resources are used over time and how the
allocation patterns have changed, and to evaluate whether or not prior policies/reforms are redressing the
problems or keeping up with changing demographics. This longitudinal benefit of repeated rounds of
NHA gives decision makers a unique opportunity to assess the past performance and more effectively
align the future reforms to the changing demographics.

Another context in which the NHA results can be used as an evaluative tool is for comparisons of
one country’ s health system with others. When one country’ s health expenditure patterns are atypical of
its peers (countries with similar health outcomes and socioeconomic background), it raises ared flag to
the policymakers.

Philippines

When conducted on a periodic basis (trend data), NHA can provide significant insight into the
impact of health care policy. NHA studies conducted on an annual basis from 1991-1997 in the
Philippines, coupled with other non-health specific and non-financial health dataindicators, were used to
evaluate the growth of expenditures on health by local governments. One indicator was used to track the
policy of devolution of health services that took place starting in 1993 as part of a broader government
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decentralization policy. NHA also was used to assess the allocative efficiency’ of the changesin
government health spending. NHA’ s comprehensive accounting for all health expenditures provided the
government with pre- and post-decentralization data on both local and central government expenditures
(Figure 8.3). The data allowed policymakers to determine whether their decentralization strategies led to
increased local government expenditure on health and the provision of more “public good” types of health
services.

Figure 8.3: Philippines: Trendline of the Changing Pattern of
National and Local Government Expenditures (at constant 1991 prices)
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National and local Government Expenditures on Public Health Care (at constant 1991 prices).

Prior to the reforms, both central and regional funding was very low, and, in the case of the central
government, was actually decreasing significantly. Yet NHA showed that, with decentralization, local
governments used their increased budget allocations from the central government to sizably increase their
financial contribution to health care (see histogram in Figure 8.4). These results suggest that local
governments are committed to health expenditures.

In terms of where the funds were being used, NHA found that over the six-year period, government
health expenditures for personal health care (those benefits that accrue only to individuals) decreased
from 55 to 40 percent. Public health care (services such as immunizations, which benefit the community
in addition to the individual), actually increased from 25 to 35 percent of government health spending.
Again, thisincrease was largely due to increased funding from local governments, which allocated more
than half of their resources to public health carein 1997. Thus, NHA and, in particular, its
implementation on an annual basis (trend data), provided significant insight into the impact of
decentralization on health care.

% Include a definition for allocative efficiency

Module 1 - Unit 8: Interpreting the Results and Policy Implications 95



Figure 8.4: Percent Share of Government Health Expenditures
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I lll. Dissemination Strategy

Asthis manual has explained repeatedly, the process of NHA is not intended to be solely an exercise
for government accountants, with findings known by afew ministry personnel. Rather, the time and
resources needed to implement NHA are worthwhile to a country only if NHA findings are interpreted in
conjunction with other socioeconomic and health outcome statistics, presented in away that is relevant to
policymaking and comprehensible to policymakers, and then used in the process of policymaking. This
necessitates a NHA steering committee and team with members who understand the policy arena, know —
and have access to — fellow policymakers, are able to craft the message in a useful way, and are willing to
spend time to present NHA findings to others. In brief:

m Leadersof the NHA team must have a“big picture’” mind-set: They should be well connected
in the government and cognizant of major health sector issues.

m  Steering committee members should use their perspective and experience in policy decisions
by assisting the NHA team leaders to add value to the interpretation of NHA data.

m Thepolicy issuesidentified early on asrelevant to the NHA process should be reviewed in
light of the data produced. However, the interpreters of the data should also keep an open
mind to new and surprising discoveries that relate to other issues.

I\V. Application of This Unit: Interpreting the Data for Policy
Purposes

This application subsection presents answers to the questions posed in Unit 8 of the NHA Exercises
and Handouts book (Module 3).

What policy issues and concerns are raised by the data below concerning Susmania’s health sector?
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As Table 8.1 shows, Susmania by 1997 is spending an appreciable percentage of GDP on health care
(15 percent, compared to the 1997 OECD average of 8 percent), yet health indicators are poor. (See Table
8.7 below.)

Table 8.1: Health Expenditure as a % of Gross Domestic Product

Year %

1989 2.60
1990 2.60
1991 3.00
1992 3.20
1994 8.00
1997 14.96

Why was there alarge increase from 1994 to 1997 — almost a doubling in three years? This suggests
that the policy changes that occurred during that time should be examined. Did the government assume
more responsibility for curative care? Did an epidemic occur? Or was there a fluctuation in total GDP?
Before making any assumptions, the NHA team should request absolute total GDP humbers (not just
percentages) to check for a significant fluctuation.

The entire population has health care coverage (Table 8.2), yet household spending on health is high
and health indicators show poor health status. The MOH covers 43 percent of the population, yet it
accounts for only asmall portion of the total health expenditures.

Table 8.2: Percentage of Population Covered by Various Financing Agencies

Financing Agency Percent of Population Covered
National Social Security Fund (NSSF) 32.43%
Civil Servants Insurance Fund (CSC) 5.40
Army 8.78
Family Social Insurance (ISF) 2.11
General Security and State Security 0.46
Private Insurance 8.00 (complete coverage)

4.60 (gap insurance)

MOH 42.70

Public health financing is fragmented among eight ministries and other bodies (Table 8.3). This
resultsin extensive duplication of administrative functions.

Table 8.3: Financing Agents and Their Supervisory Ministry

Financing Agency Supervising Ministry
National Social Security Fund (NSSF) Ministry of Labor
Civil Servants Insurance Fund (CSC) Presidency of the Council of Ministers
Army Ministry of National Defense
Family Social Insurance (ISF) Ministry of Interior
General Security and State Security Ministry of Interior
Private Insurance Ministry of Economy and Commerce
Mutual Funds Ministry of Housing and Cooperatives
MOH Ministry of Health
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Out-of-pocket expenditures are high (approximately 50 percent of total health care expendituresin
Susmania) despite everyone being covered (Table 8.4). Why?

Table 8.4: Sources to Financing Agents FY 1997 (millions of crutons)

MOF Firms Households Total
MOH 164 164
CSC (Civil Servants Insurance Fund) 27 27
NSSF (National Social Security Fund) 36 95 131
Army 54 54
ISF (Family Social Insurance) 45 45
General Security 4 4
Security of the State 1 1
Mutual Funds 10 8 18
Private Insurance 0 157 157
Households 0 0 785 785
Total 341 260 785 1386
Virtually all health funds—including the bulk of MOH spending! — are spent in private facilities
(Table 8.5). No cost-sharing between households at MOH facilities.
Table 8.5: Financing Agents to Providers FY 1997 (millions of crutons)
MOH | CSC | NSSF |Army ISF General | State | Mutual | Private |House-| Total
Security|Security | Funds |Insurance| holds
MOH 23 2.0
Army 16 16.0
Private OP 8 13 66 13 14 2 0.5 6 600 | 722.5
Facilities
Private 128 14 65 25 31 2 0.5 12 157 185 | 619.5
Hospitals
Others 5 5.0
Total 164 27 131 54 45 4 1 18 157 785 | 1386.
0

Asshown on Table 8.6, 57,648,232 crutons — one-third of the MOH expenditure total of 164 million
crutons — go toward specialized services expenditures. The total MOH coverage for these select services

isonly 2 percent of total population.

Table 8.6: MOH Expenditures on Selected Health Services (crutons)

Service Expenditure Number of beneficiaries
Dialysis 13,615,918 10,220
Open-heart Surgery 18,832,314 14,000
Drugs for Chronic Diseases 25,300,000 61,840
Total 57,648,232 86,060

Module 1 - Unit 8: Interpreting the Results and Policy Implications

98




Table 8.7: Health Indicators for Susmania

Country Life Expectancy Infant Mortality Rate | Total Fertility | Maternal Mortality Rate
at Birth (per 1000 live births) | Rate in 1999 (per 100,000 live births)
(WHO 2000) (UNICEF 2000) (WHO 2000) (WHO 2000)

Djibouti 45 (M), 45 (F) 111 5.2 740
Egypt 64.2 (M), 65.8 (F) 51 3.2 170
Iran 66.8 (M), 67.9 (F) 29 2.7 37
Jordan 66.3 (M), 67.5 (F) 30 4.47 41%
Susmania 58 (M), 58 (F) 80 4.3 100
Morocco 65 (M), 66.8 (F) 57 2.9 230
Tunisia 67.0 (M), 67.9 (F) 25 2.5 70
Yemen 57.3 (M), 58.0 (F) 87 7.4 3508
OECD Countries* 73.2 (M), 79.6 (F) 12 25 8.5

* Source: UNDP 2000
fLatest available data from 1989-90

*Jordan officially reports an MMR of 132 as of 1997 (NHA Exec Summary)

§ Yemen officially reports an MMR of 1200 and a TFR of 7.6 (Yemen NHA Report)
#1996 estimate 6 out of the 29 OECD countries did not report MMR estimates

Category Number Percent
Males 962,726 79%
Females 260,047 21%
Total Population 1,222,773 100%

Table 8.8: Distribution of Employed Population by Gender

Women are not very active in the formal employment sector and therefore have less access to health

insurance coverage.

Total population of Susmaniais4 million.
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| Unit 9: Institutionalizing NHA

J Learning Objectives

At the end of this unit, participants will:
s  Understand the full concept of institutionalization
m Recognize the importance of sustaining NHA, particularly for the health policy process

m Beaware of some of theissues and challenges of institutionalization and how some countries
have dealt with them

I Content

m  The concept and major elements of institutionalization
m Challengesto NHA sustainability
m  Overcoming the challenges: Key steps towards institutionalization

s Example: Kenya' s approach to institutionalization

Application questions

I Exercises

ITraining Tips

Now that the trainer has presented the concept, purpose, and methodology of NHA, it istime to
discuss the importance of institutionalizing NHA.

Asthis manual has stated many times, NHA’s major objective is to provide empirica evidence to
inform the policy process. The trainer should reiterate that a country does not gain full benefit if it
implements the NHA activity only once. Implementing NHA on aregular basis allows for monitoring and
evaluating the impact of the policy interventions, for doing trend analysis of a single health system, and
for comparing one health system to others.

I |. The Concept and Major Elements of Institutionalization

Institutionalization is the process of conducting NHA studies on aregular basis, with full financial
and political support of the government. Institutionalization has three major components:

1. Recurrence: Thisrefersto the repetition of the NHA exercise by a country, preferably on an
annual basis. Recurrence of NHA studiesis crucial to generating trend data and allowing
policymakers to monitor the financial status of their health systems over time. The
Philippines used seven years of NHA estimates to thoroughly analyze the impact of the
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country’ s decentralization efforts,4 and the country continues to use NHA as a monitoring
tool. Recurrence is usually the first trait associated with institutionalization, but it is not the
only one.

Palicy penetration: To maximize the effort and resources that go into producing an NHA
study, NHA results must beintegrated into the health policy process, not collect dust in
an academic or government institution. Policy useis an important aspect of
ingtitutionalization, and it should not be confused with repetition. Many countries feel that
they have institutionalized NHA because they have conducted it repeatedly. For example,
FUNSALUD (Fundacién Mexicana de la Salud) an NGO in Mexico conducted NHA over at
least afive-year period in the early to mid-1990s; however, because it was conducted outside
of government, it lacked MOH ownership or involvement, and estimates failed to penetrate or
be used in the national health policy process.

Government ownership: Ultimately it is government interest in thistool that triggers long-
term demand for NHA in the health policy process. This buy-in from top policymakers must
manifest itself in ongoing personnel and financial resources for the NHA activity. (An
important indicator of government ownership is a budget line-item to fund the NHA activity
and its staff.) It can take a number of years—and a number of NHA estimates—for NHA to
become aregular part of government activities, asis, for example, the national census.

I ll. Challenges to NHA Sustainability

To date, few countries have institutionalized NHA in the sense that they have adopted all three magjor
components of institutionalization. Thisis duein part to the fact that introduction of health accountsin
developing countries has been relatively recent. The experience of a number of countries demonstrates
several issues that may hinder the institutionalization process.

Lack of a supportive policy environment: While policymakers may recognize the importance
of data-driven decisions, their recognition may not translate into commitment to pay for and
use NHA information as a planning tool. This can be attributed to limited financial resources
to support the NHA process (ingredients such as labor and primary data collection), a
pervasive political agendathat NHA findings would not support, or alack of understanding
of the potential value of using financial datain the health sector policy process. This last
situation has happened in several countries where decision makers had strong medical
backgrounds but few financial resources.

Weak accounting systems and lack of reporting standards: In many developing countries,
creation of sophisticated information systemsis still at an early stage. Lack of such systems
and standards means that data needed to conduct NHA do not already exist; thisin turn
means that NHA teams will need to invest significant resources and time in primary data
collection and in validating data from available secondary sources. These investments need to
be justified to policymakers by communicating the benefits that will accrue to them from
completing and sustaining the NHA exercise.

Lack of requirementsto share or report needed NHA data (particularly from the private
sector): A feature that helps to convince policymakers of the value of NHA isthe
framework’ s ability to estimate spending in the private sector; however, this feature may be
difficult to implement. Private for-profit entities may be reluctant to share information with

4 For more information on the Philippines’ use of NHA, see PHRplus, 2002.
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the government for fear of it being used for tax purposes. To overcome such reluctance, some
countries have designed presentations on NHA that specifically addressits potential value to
the private sector.

m Perceived high costs associated with NHA: This happens frequently in countries with weak
information systems. As NHA is done regularly and as accounting systems are put in place,
the cost will decrease.

lll. Overcoming the Challenges: Key Steps Toward
Institutionalization

Although countries have approached the institutionalization process in different ways, there are
some common features of their strategies:

1. Create demand for NHA on the part of policymakers: Political will and financial commitment
of senior decision makers are crucia to the successful implementation and institutionalization
of the NHA. Simply producing annual NHA estimates is not sufficient to guarantee such
support and eventual use of “evidence-based” decisions — policymakers must see a clear
benefit to NHA. In order to do this, NHA needsto be marketed or “ pitched” to senior
officials. Thisrequiresthe NHA team to develop a dissemination strategy toillustrate and
communicate the value of NHA estimates. Countries have done so in a number of ways:

o Convene dissemination and discussion meetings for public and private health care
stakeholders; for example, create a steering committee or other entity in which these
meetings take place.

0 Encourage the NHA advocate to market NHA.

0 Tailor NHA presentations to each group of policymakers. In the late 1990s, the South
AfricaNHA team developed presentations that showed how NHA could address each
group’ s needs. These presentations answered questions such as, “How can NHA clarify
their (target decision maker group) questions and decisions?’ and “How isit pertinent
to the issues these stakehol ders deal with daily?”’

a ldentify the right people to talk to policymakers about NHA. For Kenya' s 2001/02
estimation, the NHA team chose a peer-to-peer dissemination strategy. Senior MOH
officials communicated the value of NHA to other senior ministry officials.

o Develop publications for specific policymaker groups. Bangladesh and other countries
have produced short briefing materials that highlight NHA findings and the policy
relevance of such findings. Examples of briefs are in the handout section of the NHA
Exercises and Handouts book.

o Communicate NHA findings in atimely manner. Some countries have taken four years
to finalize their NHA reports; as a result, the findings are outdated when released and
therefore are less useful in gaining policymaker buy-in for NHA.

o Inform policymakers at the outset of the NHA study (i.e., through a steering committee)
and give them periodic updates of the implementation process. Some countries have
found it useful to deliver summary presentations of preliminary findings as soon as the
datais cleaned and partially analyzed.
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o Designthe NHA study based on the country’ s policy environment. NHA team members
should ask policymakers for their input on the key issues. By involving policymakersin
the NHA process, countries strengthen the sense of government ownership and
appreciation for NHA.

2. House NHA: The NHA team, in consultation with policymakers and the steering committee,
should identify a permanent home for the NHA team, fitted with all needed per sonnel and
budgetary resour ces. Generally, the NHA team is housed in the ministry of health, and
sometimes at the central bureau of statistics or the ministry of finance. The location is
determined by the country context and consideration should be given to ensure that the
location does not affect the way the data are used by policymakers. For example, if NHA is
housed in an independent research institution or a university, it becomes difficult for NHA
findings to be truly owned by the government and, therefore, used by the government.

3. Establish standards for data collection and analysis: To facilitate the collection of consistent
and comparable data on alongitudinal basis, countries need to systemize procedures and
protocols for financial data collection. NHA teams must keep thisin mind even when
undertaking the first round of NHA. Teams should advocate along-term approach to data
collection. For example, because it is difficult and expensive to carry out regular surveys on
household health spending, some countries add a set of health care financing questions to
already institutionalized surveys such as the Welfare and Income Survey and the
Demographic and Health Survey. Establishing standards for data collection can also be
facilitated by documenting the methodological steps used in each round of NHA. The team
should note what issues presented problems, nhames of persons contacted for information, and
other miscellaneous information. This documentation can be extremely useful in contributing
to the country “NHA protocol” book for future NHA team members, especialy in countries
with high rates of government personnel turnover. Lack of clear written documentation
coupled with high turnover of personnel adversely affects the NHA processin many
countries, as new NHA teams lack training and are often at aloss on how to continue the
NHA effort.

4. Institute data reporting requirement: Legislating financial data reporting requirements has
been one of the most difficult areas to implement overall, but particularly with respect to the
private sector, and few countries have actually done so. Private sector reluctance to share
financial datais common, due to fear that the data will be used for tax purposes. L egislation
regarding reporting requirementsis highly recommended for long-term NHA activities,
because failure to get comprehensive data jeopardizes NHA' s objective of being a
comprehensive financial assessment of the health sector. Many countries have tried to
overcome this challenge through campaigns to recruit the private sector to voluntarily
participate in the NHA process. Again, this means communicating “what’sin it for them” and
will also contribute to strengthening country ownership of NHA.
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V. Example: Kenya’'s Approach to the Institutionalization

Process

The trainer should review the following example of one country’s (Kenya's) strategy to address the
four steps of institutionalization (Table 9.1). Unit 9 of the PowerPoint presentation (Module 2) also
describes the example of Kenya' sinstitutionalization framework.

Table 9.1. Case Study: Kenya's Institutionalization Framework

Steps to
Institutionalization

Kenya’'s Strategy

1. Create demand for
NHA by policymakers

Held launch conference for key policymakers and stakeholders at which steering
committee (SC) was formed.
° Their policy concerns will shape NHA

. NHA team will regularly provide updates to SC

2. House NHA

Decided to house NHA in MOH, which has stewardship over health sector.
Appointed “policy advocates.”

MOH Department of Planning has coordinated a multi-disciplinary team from the
Central Bureau of Statistics, National AIDS Counsel, University of Nairobi, etc.

3. Establish standards for
data collection and
analysis

All processes designed with an aim towards institutionalization:
° Developed link with University of Nairobi. If there is high turnover in
government, the university can train new NHA team members for MOH.

®  The University of Nairobi has implemented a NHA module in their basic
economics course.

° NHA exercise will be documented: every process, every decision, every
assumption!

° Involve SC as part of the process for data collection.

. Household survey questions to be included as a module in future Welfare
and Income Reports.

4. Institute data reporting
requirements

Instead of requirements, key representatives of private sector entities are invited to
collect data from their own institutions. Thus, the private sector will help coordinate
the NHA data collection process.

Application Question

Draft your country’s institutionalization framework for NHA:

a) What are the issues and challenges to institutionalization in your country? List them in
the “strategy” column in the table in Unit 9 of your Exercises and Handouts book,
according to the “step to institutionalization” that you believe the challenge will affect the

most.

b) Based on class discussion and what you have learned regarding other country
strategies towards institutionalization, what are the strategies that you feel are most
feasible in your country as it strives to achieve each of the four steps to
institutionalization? List the strategies in the table.
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I V. Application of This Topical Unit

Thetrainer should ask participants to review the issues and challenges they identified for their
countries and listed in their Exercises book. The trainer can then ask participants to share their issues and
challenges with the workshop group, listing each on aflip chart according to the four steps to
institutionalization, and facilitate a“brainstorming” session in which participants devise strategies to
overcome these challenges. The trainer should also note each strategy on the flip charts, next to the
challenge it is supposed to address.
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Objectives of Presentation

A Understand the context and reasons for the
development of NHA methodology

A Be able to communicate the basic concept of
NHA, what it attempts to measure, and its role as
atool for the policy process

A Recognize the distinctions and similarities of
various framework tools for measuring health
expenditures
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NHA Provides Comprehensive
Information of the FINANCIAL Status
of a Health System

A Why is the financial status so important?

A “Financial resources provide a means to an end,” i.e.,
the health sector’s goal of maintaining and improving
a population’s health status

A Wi/o financing info, health care policymakers are less
informed, which may lead to misguided policy
decisions

A WHO strongly recommends collecting and using
financing data to strengthen health sector policies

Bullet 1: This may beintuitive for health economists and financia experts; however, MDs andMPHs may have
lessfocus on the financial aspect of health care. These pointsshould be stressed, particularly if participantsare
predominantly of medical backgrounds.

Bullet 3: World Bank also uses NHA for many of its programs, inaddition to the Public Expenditure Review.
Many donors now usefinancial information on health resourcesin their decision-making process for allocating
donor funds.
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NHA Measures Health Care
Expenditures

A Why expenditures?
A To see how much was truly SPENT on health care.
A Budgeted funds may not be spent accordingly and

thus do not reflect how much money actually goes
into the health sector

A Budgeted info is collected only for major institutions,
not other key players e.g. households

A Expenditure data can reflect financial cost of major
disease burdens or epidemics, whereas budget info
merely estimates future needs

A Ultimately, the budgeting process can benefit from
knowing how much has already been spent to deliver
service X

Before going over the answers, ask the class why they think expenditure info isimportant.

Example of “Budgeted info collected only from major institutions”: Budgeted information is not usualy
collected for HH, traditional healers, some private providers, €c.

Example of how “budgets can benefit” from expenditure information: Afghanistan’s MOH budget is being
designed after reviewing the NHA findings of other countries (with similar socioeconomic status).
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Importance of “Standardized”
Methodology to Collect Health
Expenditures — Example of Multiple

Estimates |
Health Spending as a % of GDP
World Health Report 2000 World Development Report 2000
(WHO) (WB)
Country Total Public Private Total | Public ’ Private
Djibouti 2.8 2.0 0.8 NA NA NA
Eqgypt 3.7 1.0 2.7 3.8 1.8 2
Iran 4.4 1.9 2.5 NA NA NA
Jordan 5.2 3.5 1.7 NA NA NA
Lebanon 10.1 3.0 7.1 10 3 7
Morocco 5.3 2.2 3.1 4 1.3 2.7
Tunisia 5.4 2.3 3.1 NA NA NA
Yemen 3.4 1.3 2.1 5 2.1 2.9

At this point, the trainer can illustrate to the class how, by not using standardized methodology, there are
multiple and conflicting expenditure estimates.

The trainer may ask participants: “What types of issues can you see arising from inaccurate and non-
standardized reporting of expenditure information by international organizations?’ 1n the discussion, participants
should mention the following points:

Often donors use the internationally published estimates in their own decision-making processes regarding how
much to allocate to which country and which sector. Inaccurate estimates may lead to misguided decisions
regarding donor funding allocation decisions.

Estimates collected using different methodol ogies hinder cross-country comparisons of expenditures. Asaresult,
policymakers are unable to compare their country 's spending patterns with those of other countries; useful
lessons|earned in one country that spendsless on health but has better health outcomes may not be shared with
other countries. In addition to limiting policymakers, the inahility to do cross-country comparison has adverse
implications for international researchers and their efforts to offer countries sound technical assistanceto
improve health system performance.
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What is National Health Accounts?

A Methodology used to determine a nation’s health
expenditure patterns
A Describes the FLOW of funds through a health
system
A Who finances health care?
A How much do they spend?

A Where do their health funds go, i.e., what is the
distribution among providers and ultimately among
services provided?

A Who benefits from this health expenditure pattern?

Slideis salf-explanatory

Module 2 — Unit 1: Overview of NHA




The Concept of NHA

A Uses a comprehensive approach, looks at TOTAL
national health expenditures including public,
private, and donor contributions

A |Is a standard set of tables that organizes info in
an easy -to-understand manner

A Easily understood by policymakers, including
those without a background in economics
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Purpose of NHA

A Single most important purpose:
to contribute to the health policy process

A Can lead to better informed health policy decisions
and avoid potentially adverse policy choices

« Usein conjunction with non-financial data e.g., health stats
and utilization data

A The standardized methodology also benefits
donors (in their funding allocation decisions) and
international researchers (to further the field of
international development)

Bullet 1. The policy purposewill be stressed throughout the course of thistraining. At this point, the trainer
should communicate to the NHA team participantsthat “the policy impact” iswhat they will be striving towards
asthey capture health expenditures.
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Why Is NHA Particularly Useful as a
Policy Tool?

1. Inclusive of all financing actors: public,
parastatal (semi-public), and private
Therefore, policymakers are better
informed about the entire health sector not
just the government portion

For example, in Tanzania, which had traditionally done only Public Expenditure Reviews, NHA showed that the
government did not control the health sector to the extent previously thought. M ost spending came from donors
and was channeled directly to providers. The government found it was simply funding whatever the donors
weren't. Thisis contrary to the government leading the health sector. It almost seemed that donors were
determining the health care agenda.

Conclusion: NHA showsthe relative importance of various actorsinthe health system.

Module 2 — Unit 1: Overview of NHA




Why Is NHA Particularly Useful as a
Policy Tool? cont’d

2. Offers an international standard to allow
policymakers to make comparisons

Therefore, policymakers can COMPARE their
health spending patterns and outcomes with
other countries of similar socioeconomic
status

~ Lessons learned in one country may be applicable and
relevant to another.

TheMiddle East and North AfricaNHA conferencein April 2002 reviewed all NHA findingsin the region.
Iran’sfindings were of particular interest asit maintained alower health expenditure estimate than other
countriesyet demonstrated better health outcomes. Policymaker participants from Jordan, Egypt and elsewhere
asked the Iranian delegates why thiswas the case. Iran attributed thisto avery strong government primary care
system (the government doesn’t pay for tertiary care). In short: countries learned from one another.
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Why Is NHA Particularly Useful as a
Policy Tool? cont’d

3. Presents health spending information in an
easy-to-understand format

Therefore, its implications are easily
understood by policymakers

“Understood by policymakers’: keep in mind that this does not include only those from the MOH, but also
MOE, MOD, insurance companies etc.
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Other Benefits of NHA

A Provides more accurate estimates to replace
“guesstimates” made by international donors
A NHA is country-derived
A NHA estimates are inclusive of all financing actors
A NHA is an internationally recognized methodology

“Country-derived” — as opposed to donor -derived (Thiswas donein the past by organizationsincluding WHO
and WB — tables on page 5 showed their donor-derived estimates, which were sometimes based on extrapol ation

of datafrom the 1970s.)
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NHA in Comparison to
“Guesstimates”

Heal.th Spending asa% of GDP

World Development Report

NHA Findings World Health Report 2000 (WHO)| 2000 (WB)

Country ||Total Public Private | Total Public Private Total Public Private

Djibouti 5.1 2.9 2.2 2.8 2.0 0.8 NA NA NA
Egypt 3.7 1.6 2.1 3.7 1.0 2.7 3.8 1.8 2
Iran 5.7 1.7 4 4.4 1.9 2.5 NA NA NA
Jordan 9.1 4.6 4.5 5.2 3.5 1.7, NA NA NA
Lebanon 12.3 2.4 9.9 10.1 3.0 7.1 10 3 7
Morocco 4.5 1.6 2.9 5.3 2.2 3.1 4 1.3 2.7
Tunisia 5.9 3 2.9 5.4 2.3 3.1 NA NA NA
Yemen 5 2.1 2.9 3.4 1.3 2.1 5 2.1 2.9

Many differences emerge from comparison of NHA with “ guesstimates.”
Again, NHA includesHHs and the private sector. Thisiswhy the Jordan total health exp enditure (THE) as

percentage of GDP increases significantly to 9.1 percent from 5.2 percent (WHO estimated). Same for Lebanon.
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The Essence of NHA

A Health spending as a % of GDP
A 9 tables suggested, but at a minimum do the

following 4

A Financing Sources ——— Financing Agents
A Financing Agents ——— Providers

A Financing Agents ——— Functions

A Providers — Functions

~ Each table states:
~ How much is spent by each actor
~ Where exactly their funds go

At itsbroadest level, NHA does THE as % of GDP
Though it is recommended to do thefirst four tables, typically countries have done the first two tables.
Each tablein essencetells you the “flow of funds’ and the actual “amount” of funds

Module 2 — Unit 1: Overview of NHA
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The Four Principal Dimensions

A Financing Sources: provide health funds

A Answer “where does the money come from?”
e.g., MOF, households, donors

A Financing Agents: have power and control over
how funds are used i.e., programmatic
responsibilities

A Answer “Who manages and organizes the funds?”
e.g., MOH, insurance companies

Financing Agentsare— in most people’ s minds—the most important and most powerful group of actorsinthe
health sector.
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The Four Principal Dimensions cont’d

A Providers: are end users of health care funds,
entities that actually provide/deliver the health
service

A Answer “Where did the money go?”
e.g., hospitals, clinics, health stations, pharmacies

A Functions: are actual services delivered.

A Answer “what type of service was actually
produced?”
e.g., curative care, preventive care, medical goods
such as pharmaceuticals, administration

Functions are not differentiated by level of services, e.g., primary, secondary, and tertiary butrather, by type
of service, eg., preventivevs. curative.

Module 2 — Unit 1: Overview of NHA
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lllustrative Figure of First Two Tables

1) Financing Sources

FS.1.1.1 FS.3.

Central Rest of [FS.2.1 FS.2.2

Govt. World Employer Household
Financing Agents (MOF) (Donors) | Funds Funds TOTALS
HF.1.1.1.1 Ministry of Health |A B A +B
HF.1.1.1.2 Ministry of
Education Cc C

HF.2.2 Private Insurance
| Enterprises D E D +E
HF. 2.3 Private households'
out-of-pocket payment . F*
TOTALS / / / / le
2
ate

2) Financing Agents
HF,
PAV:
HF.1.1.1.1 [HF.1.1.1. AnsuranCe 2.3
Providers MOH 2 MOE /| Entergrises ouse/ lds | TOTALS

HP.1.1.1 Public General / >/
Hospitals W

HP.1.1.2 Private General é

Hospitals F
HP.3.4.5.1 Public Outpatient

Clinics Y

TOTALS W=A+B_|C X+Y= D+E |F 6

* direct transfer of payment

Trainer should mention that workshop will go into detail later on how to read a table and between tables. Could
point out that a good overview of the methodology isthe NHA primer. From this slide, state that: Row and
column headings are usually each designated by a“code” (which will be discussed later); and you read atable
from column headingsto rows, e.g., central govt. gives“$A” toMOH.

NHA accountsfor every $ tracked through the health care system. The row totals of thefirst table are maintained
asthe column total s of second table.

Thetotal health expenditurefor the entire country isawaysthe samein each table.
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SOURCES

Ministry of Finance
Organization
Private Firms
Donors -

Households

The Tables Show the FLOW of Funds

FINANCING INTERMEDIARIES PROVIDERS

Ministry of Health MoH Facilities

University and Teaching Organizations University and Teaching Facilities

(incl. Ministry of Education)

Socia Health Insurance Organizations

Other Ministry and Public Facilities

Other Ministries and Public Organizations Private Facilities

Insurance Schemes Private and Semi -Public

Pharmacies

Private Firms Donor/NGO Facilities

)
)
)
)
)
)

*Dashed Arrow Represents Expenditures that were
Transferred DIRECTLY to Providers from Sources

Trainer should not go into the detail s of the graph. It issimply an example of how the funds may actually flow in

acountry. NHA basically organizes these flows into its easy -to-understand table format.

Module 2 — Unit 1: Overview of NHA
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SHA and NHA

A SHA (System of Health Accounts)

A Classification scheme developed by OECD (called
ICHA)

A Covers three health care dimensions: Financing
Agents, Providers, Functions

A NHA (extension of SHA)
A Is “SHA for Developing Countries”

A Extends SHA classifications of health expenditures to
developing country context by adding subcategories

A Has a fourth health care dimension: Financing
Sources

Note: All NHA classifications are linked to the SHA categories.

Take-home message for thisdide: NHA isnot different from SHA. Itisan “off-shoot” and actually can be
formatted or cross-walked to the SHA approach.

Module 2 — Unit 1: Overview of NHA
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Take—Home Message

A NHA provides a comprehensive financial picture
of countries’ health sectors
A Describes the FLOW of funds and answers the
following questions
~ Who spends in the health sector?
~ How much do they spend?
~ What types of health services are bought?

A Dueto above, NHA'’s easy-to-understand format,
and its internationally accepted methodology,
NHA can aid countries to address their main
policy concerns

A NHA is “SHA for developing countries”

“Aid” isitalicized because NHA is not the only source of information contributing to policy formulation.

Module 2 — Unit 1: Overview of NHA
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Unit 2:
Planning the NHA Process

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.
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Objectives of Presentation

A Be familiar with the suggested tasks and
milestones for conducting NHA from start to
finish

A Be aware of the skills and tasks required of

individual NHA team members and NHA steering
committee
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Planning the NHA Process

A Building the demand for NHA
A Setting up the NHA team
A Finding a “home” for NHA

A Organizing the steering committee and its
relationship to the NHA team

A Developing the workplan

Thisisasuggestion of stepsthat are needed. Different countries may approach an NHA differently. For
example, somewill prefer to contract out the NHA study to auniversity or other organization, but this may
jeopardize effortsto ingtitutionalize NHA within the government.
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Building the Demand for NHA

A ldentify the “NHA advocate” in the government

Bullet 1. NHA advocate will be the primary champion for spreading the word about NHA and its usefulnessto
the government.
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Setting up the NHA Team

A After defining where NHA will be housed, identify
the skills and personnel that will be needed to
conduct NHA

A Usually can be divided into “team leader tasks”
and “technical level” tasks

A The team should clearly understand the level and
amount of work that each person is assigned

The core NHA team in many countries begins with 4-5 people. However, in practice, 1-2 peopledo theentire
study. These two core members must havethe “team leader” skills and “technical” skillsdetailed below.
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Setting up the NHA Team cont’d

Team Leader(s) TASKS

1. Management duties

Supervise all technica work

Ensure accomplishment of all senior tasks (do or delegate)

Keep the momentum going

L ead. champion, advocate the NHA effort and process

Coordinate and ensure contributions of all stakeholders

Ensure everyone is doing their delegated tasks

2. Define NHA framework, policy desian, classifications, boundaries—in collaboration with
health sector stakeholders

Lead all stakeholder (steering committee) meetings

3. Lead the data collection effort

Review datacollection forms

Facilitate data from key stakeholders by maintaining their interest in the activity

Help aet permission/approvals for technical staff to access data at relevant
organizations
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Setting up the NHA Team cont’d

Team Leader(s) TASKS

4. Oversee data analysis and interpretation of results

Be aware of data gaps and conflicts and lead the team in resolving
them

Check the accuracy of the populated tables

Obtain the “big picture” analysis by tasking the NHA team to
combine NHA data with other specific data (e.g., utilization,
epidemiological, health statistics, macroeconomic, cross-country
comparisons)

Identify health system policy issues revealed through the data
analysis (can be done in consultation with key stakeholders)

5. Participate in creation of NHA documents (reports, policy briefs, press
releases, presentations, etc.)

Help design appropriate documents for different audiences

Contribute to the writing of documents

Manage document writing, review, and production of documents
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Setting up the NHA Team cont’d

Team Leader(s) TASKS

6. Dissemination
Plan, organize and present at
o Meetinas with stakeholders (who should be informed by senior person(s) of
the proaress throughout the NHA implementation process)
o Pressbriefinas
o Academicevents
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Setting up the team cont’'d
Team Leader — Level of SKILLS and Knowledge

A systems perspective

A deep understanding of NHA and its potential use in the country

Good contacts throughout the health system

Excellent management and coordination skills

Knowledge about the country’s health system (issues and policies)

A financial background

Analytical skills

A thorough understanding of the target audience

Strong writing skills

Strong presentation skills (for dissemination of NHA findings)

Facilitation sKills
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Setting up the NHA Team cont’d

Technical Level TASKS

1. Assist with documentation of

Stakeholder palicy interestsin NHA

Updating the NHA framework

Definitions and boundaries

Classifications

Slideis salf-explanatory
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Setting up the NHA Team cont’d

Technical Level TASKS

2. Collect data

Primary data

Design and update survey instruments

Contact organizations to explain what data is needed. review instruments

Follow up with contacts to get complete data

o)l o}l o} o]

Input data into spreadsheets

(0]

Carefully document all sources. references, and calculations

Secondary data

0

Identify and secure copies of secondary data sources

(o]

Will need assistance of the team |leader with intimate knowledage of health
system and activities

(0]

Review and collect relevant data

0

Input data into spreadsheets

(o]

Carefully document all sources, references, and calculations, especially
noting multiple sources for the same data
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Setting up the NHA Team cont’d

Technical Level TASKS

3. Tabulate data and draft the tables
- _Fill in NHA tables- carefully tracing original sources and calculations for al inputs

Identify errors, missing data, conflicting data

Review primary and secondary data sources as needed to resolve errors, conflicts
and missing data

Continue to update documentation of all sources, references, and calculations

4. Analyze data

Identify and resolve data gaps and conflicts

Combine NHA data with non-financial data

Prepare graphs and tables
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Setting up the NHA Team cont’d

Technical Level SKILLS and KNOWLEDGE

Ideally, this person(s) should have:

Knowledge of government accounting

Experience in spreadsheet and word processing (Excel and MSWord)

Good organi zation skills

Familiarity with health data sources

Research skills

Analytical skills

Training in NHA methodology, understanding of NHA tables and
classifications

Experience in devel oping and conducting surveys

Interpersonal skills
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Finding a “Home” for NHA

A Determine where NHA will be housed (done in
collaboration with NHA advocate)
A May need to “market” NHA to other members of the
ministry
In doing so, remember the need to stress the “policy
purpose” and “institutionalization” goal from the outset

A Institutional home for production and publication of
NHA
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Finding a “Home” for NHA

A Determine where key NHA staff are employed and
where the work will be based

Ao MOH, MOF, statistical bureau, university

A Other criteria
~ Capacity to do NHA
a Interest, commitment
~ Proximity to users of NHA
~ Credibility
» Feasibility
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NHA Steering Committee and NHA
Team

A Tasks of steering committee
A Communicate policy concerns to NHA team
A Give feedback to NHA team on results and findings
A Facilitate any difficulties NHA team might encounter
A Assist in interpreting the NHA results and drawing
policy implications
A ldentify steering committee members (Who are

the key stakeholders — public and private —in the
health sector?)

An organogram helps to visualize the roles of the various players

These should be column headings of the workplan.
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NHA Steering Committee and NHA
Team cont’'d

This is an illustration of the relationship and dialogue of NHA players

General country
stakeholders

Steering
Committee

NHA Core
Team

The arrows indicate two -way dial ogue between the major players.
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Ministry of Health
Permanent Secretary

T

NHA Team

(housed in Planning Dept, MoH)

S. Muchiri

Team Leader
(also ultimately responsible for
District Health Account$DHA

NHA Steering
Committee and
NHA Team cont’d

Geo(;fer)lll( argani
B. Nganda 0 ultimately
Research Exper responsible forNHA/HIV
Dept. of Economics, Componerk

U. of Nairobi

(also ultimately responsiblefg
Household Sudy
Componerk

Nzoy! Dhim
(al ultimately responsible for
NHA

component
(excluding HH))

Central Bureau of TB Expert HIV/AIDS
Statistics (CBS) NASCO Expert
NASCO
4 Kenya NHA

USAID/PHBRIus Project Org anogram

To provide technical assistance

A\ 4

Steering Committee
(Composed of health sector stakeholders, policymakers)

In Kenya, the NHA coreteam chose to lead the process while receiving continuous feedback from the steering
group committee. PHR's role was to support the core team, which consisted of four people. Three of them were
in the ministry; namely, the team leader (deputy director of planning); Nzoya, who wasin charge of NHA work
outside the HH and HIV/ subanaysis ; and Geoggery Kamani, who was responsible for coordinating the
HIV/AIDSinitiative. A professor from U of Nairobi, Nganda, would lead the household study in coordination
with Central Bureau of Statistics. All the circles overlap, indicating some overlap of responsibilities.
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Develop the Workplan

A Workplan should include
A NHA tasks needed

A Strategies & actions needed for completion of tasks
A Person responsible

A Timeline for completion

These should be column headings of the workplan.
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Develop the Workplan: Key Tasks

A ldentify strategies, actions, person responsible,
timeline for each task

A Key tasks

A Hold launch conference for steering committee
Identify policy objectives of NHA

A Hold NHA team training workshop on methodology
Agree on classifications and boundaries
Develop NHA framework and approach
Identify primary and secondary data sources
Develop data plan as stated in earlier presentation

Keep in mind that countries may add or omit tasksthat are listed in this presentation.
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Develop the Workplan: Key Tasks

cont’d
A Develop survey instruments
A Determine sampling framework and number of
enumerators
~ Especially important if doing a household survey
A Pilot test and finalize survey instruments
» Especially relevant for HH survey
A Draw clear procedures for data collection and entry
A If doing HH survey, hold training of trainers and training

of enumerators workshops
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Develop the Workplan: Key Tasks
cont’d

Monitor of data collection process

Debrief “senior data collector” supervisors

Edit and entry data

Clean data

Develop data analysis plan and populate the matrices
KEEP SC INFORMED THROUGHOUT NHA PROCESS
Identify and reconcile errors, conflicts, and missing data
Draft report

Disseminate draft NHA report for SC approval

> > > > > > > > > D>

Finalize report and policy briefs

Ideally the NHA should be able to be completed in ayear to ayear-and-a-half.
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Tasks for In—country Training

Who are NHA policy advocates?
Who are team leaders?
Who are “technical-level” team members?

Identify steering committee members

a M 0w D PF

Determine the organizational arrangement of the
NHA team and draw organogram

6. Design workplan

Bullets 1-4. If doing aregiona health accounts (RHA) aswell, list bothregional and central level people?

Bullet 5. If doing an RHA as well, make sure to draw the relationship of central level to regional level, i.e., What

isthe central level’sinvolvement? Thisis affected by which method the region chooses to follow (bottormup
approach, top-down, etc). Obvioudy, if top-down approach, then more dialogue is needed between central and
regional levels.
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Unit 3:
Defining Expenditures and
Boundaries for NHA

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.
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Objectives of Presentation

A Understand what constitutes health expenditures

A Be familiar with functional definition and its
space and time boundaries for health
expenditures

A Be able to capture appropriate and accurate
costs associated with health care in your country

Slideis self-explanatory
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Measuring Health Expenditures

A The NHA team should clearly understand:
A What is an ‘expenditure’?
A How do you define health?
A SPACE boundary of health expenditures

A TIME boundary of health expenditures

Beforereading, dlidetrainer should point out that, “ Deciding what to measure and what not to measurein
estimating health expenditureisacritical stepindoing NHA”

Tofigure out what to measure and what not to measure, national analysts should consider both the conditionsin
their own country aswell astheir contribution to and benefit from international comparisons.
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The Importance of CLEARLY
Defining Health Expenditures

A Minimizes variance of expenditure estimates

A Facilitates cross-country comparisons (need
clear country definitions that are compatible with
international standards)

Bullet 1. Without aclear definition, it becomes easy to find holesin aNHA study, which reducesits credibility
and reliability.

Write down all assumptions; take notes of what exactly you are measuring— thiswill bereiterated
throughout thistraining.

Bullet 2. For example, because of alack of aclear definition, some countriestreated al curative care as
inpatient care. This assumption is clearly misleading. Curative care can be outpatient or aday-long stay at an
inpatient facility. Clearly, this assumption caused an overestimetion of the countries’ total cost of inpatient care.
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What is an Expenditure?

A Measures in monetary terms the value of
consumption of the goods and services of
interest

What was SPENT on a particular service or
product?

Bullet 2. Emphasizesthe* past tense” of spend.
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What is Health Care?

A Activities whose primary purpose is health
restoration, maintenance, and improvement for
the nation during a defined period of time

A NHA uses a FUNCTIONAL definition

A The stress is on “activities” intended for health care
REGARDLESS of the provider or paying
institution/entity

A What is the primary purpose of the activity?

Bullet 2. Therefore, “ non-hedth” entitiesareincluded: For example, prior to the adoption of NHA, spending by
the MOE on teaching hospitals was excluded from total health exp enditure estimates. Now it isincluded.
Similarly, not al activities conducted by the M OH necessarily fit within the health expenditure definition. For
example, the MOH may contribute to funding orphanages. Since the primary purpose of the orphanageisnot to
improve health— rather it isto provide ahome for orphans— NHA excludesthis (non-health) expenditure. Also,
the MOH may fund old-age retirement homes— again thisfalls outside the definition of health care.

Bullet 3. To decideif something isahealth care activity, ask yourself the question, “What isthe primary
purpose....?’
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What are Health Care Activities?

A SHA defines health care activities as:
A Promoting health and preventing disease
A Curing illness and reducing premature mortality
A Providing nursing care for chronically ill persons

A Providing nursing care for persons with health-related
impairments, disabilities, and handicaps

A Assisting patients to die with dignity
Providing and administering public health

Providing and administering health programs, health
insurance, and other funding arrangements

> >

Note: SHA definition is restricted to those based on “medical technology”

NHA broadens this and includes spending on informal and possiblyillegal health care
providers including non-traditional providers

NHA does not distinguish between effective and ineffective health activities. The pur pose— not the outcome—
of the activity isimportant.

What about (ask class): health carein prisons provided and paid for by Ministry of Justice (yes)? disposal of
used syringesand gloves at ahealth clinic (yes: environmental health)? etc.
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NHA Definition of “Direct” Health
Care Expenditure?

A All expenditures for activities whose primary
purposeis to restore, improve, and maintain
health for the nation during a defined period of
time

In later dlides, the trainer will discuss what can be done with activities that are “health-related,” i.e., indirectly
improve health care (e.g., sanitation services). Generally, these activities are excluded; however, if the country’s
policy context values these activities as part of its health care sector, they may be considered as “health care-
related.”
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Defining a Space Boundary for
Health Expenditures

A Not limited to the activity that takes place within
the national border

A INCLUDES health expenditures by citizens and
residents temporarily abroad

A EXCLUDES health spending by foreign nationals on
health care in that country (usually not relevant for
policymakers)

A INCLUDES donor spending (both cash and in-kind)
whose primary purpose is the production of health and
health-related goods and services in a country

Ao EXCLUDES donor spending on the planning and
administration of such health care assistance

A boundary or a“limit to what a health expenditure can include.”
Sub-bullet 1. Kenyadid want to track this because many citizens gooverseas for HIV/AIDS treatment.

Sub-bullet 2. An exception is medical tourism, e.g., Jordan, whereit may be in the country’ sinterest to capture
these funds.

Sub-bullet 4. Excludes donor assistance, e.g., embassy staff who report on program activities to the donating
country.
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Defining a Time Boundary

A Fiscal or calendar year should be specified

A NHA uses an accrual method i.e.,

A Goods and services are accounted for in the same year
they were provided, rather than when they are actually
paid for

For what time period should expenditures be tracked?
For in-country training, trainer can ask, what time period is being considered in that country?

Accrual vs. cash: If payment for aserviceis madethe year after the service was delivered, the expenditure
should be captured in thefiscal year when the service was actually delivered.

Module 2 — Unit 3: Defining Expenditures and Boundaries for NHA
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Criteria for Measuring Health
Expenditures in NHA

A The 2% threshold (rule of thumb)

A Include an expenditure if it is more than 2% of total
health expenditures

A Policy relevance

A When in doubt, include those expenditures that are of
great value to policymakers

Bullet 1. The 2% threshold has been recommended by international experts:. If an expenditureis estimated to be
lessthan 2% of THE, it is not worth expending extratime and effort to captureit. Such small amounts of
expenditures are of less policy relevance. For example, in one A frican country where PHR did technical
assistance, the NHA team struggled for some time about how to capture and whether they should capture the
costsfor “ventilation masks’ used in hospitas. In the end, the team was asked whether it really wasworth it to
track this expenditure and whether it was policy relevant.
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Criteria for Measuring Health
Expenditures in NHA

A Transparency

A Clearly document all assumptions and calculations in
the NHA report

A International compatibility
A To see “How do we compare with others?”
A Measurement feasibility

A Should be able to do exercise within a reasonable time
frame (1 year) and reasonable cost

Bullet 2. International compatibility: departuresfrom these standards to accommaodate country -specific issues
should be clearly documented.

Bullet 3: Trainer may want to stressthat to have an extremely sound methodol ogical NHA report may take two
years. The data could be outdated or no longer policy-relevant by the time the study is complete. Keep thistime
and quality tradeoff in mind.
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Other Issues to Consider when
Determining What to Include

A Market production and consumption (e.g., private
for-profit sector) can simply compile the total
money paid for health activities at the point of
final consumption

A For example, if a private hospital has a gross revenue of

$100 million, include the $100 million in the NHA
estimate

~ Because it includes payment for capital goods used, and
labor inputs of owners

Market production: easy because market producers must cover al their intermediate expensesincluding labor
inputs (i.e., salaries), capital goods used, and maintenance.
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Other Issues to Consider when
Determining What to Include cont’d

A Non-market production and consumption (e.g.,
government, employers, missionary hospitals)
often produce health services at zero or
subsidized costs to users.

A So how much is spent to produce these services?

~ Need to investigate what the value is

» For example, for govt. hospital providing subsidized
services, actual expenditures should include staff
remuneration (incl. all benefits), supplies, patient user fees
(if retained by facility)

Non-market refersto those entities producing health care at asubsdized or zero cost.

For example, when donors give in-kind assistance such as vaccinations or equipment, the mar ket price of these
goodsin therecipient country would be used to estimate the total cost.

What if HH user fee goes back to MOF; it isnot included in costof services, because the val ue of the service
produced is represented by the production cost of government providers.

Payment to atraditional healer is sometimesin the form of a barter exchange (chicken, grain, etc). The health
accountant must decide how to monetize this form of payment.
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Other Issues to Consider when
Determining What to Include cont’d

A Uncompensated activities
A Nursing and care of family members

A Difficult to measure and generally not included for
international comparisons

Sub-bullet 2. Again, balance the time factor. If you want to capture this activity, it will be difficult to complete
NHA in areasonable time period.

FY1: Mexicoistrying to capture this.
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15



Other Issues to Consider when
Determining What to Include cont’d

A Fixed capital formation and consumption

A For example, new equipment or building should be
included in the year they were acquired

Ao Recommendation for consumption of capital: ideally
monetary value should be distributed over the lifespan
of the product.

A Capital formation on health care is captured separately
under health-related functions.

Sub-bullet 2. Consumption of capital refersto estimating the valueof the useof capital assets. The value of
fixed capital ispartially used during the year of its purchase; however, that item, say, a dialysis machine, does
have alifespan of use. So, ideally, the monetary vaue should b e distributed over the lifespan of the product.
Therefore, the NHA team should ideally estimate the depreciation charged on the product. But this may not be
practical in most devel oping countries.
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Health Care-RELATED Activities

A Should be distinguished from DIRECT health care
activities (that have been described up untill now)

A May be important for national policy interests

A “Broadens” the health expenditure boundary, so
should not use too expansive a notion of what
may be health-related

Trainer could mention that conceptually many things are related to health, including food, housing, employment,
and national security. But if you include everything related to health, NHA would cease to be auseful policy
tool —and will be alimitlesstask.
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Health Care-RELATED Activities

A What is a health-RELATED activity?

A An activity that may overlap with other fields of study,
such as education, overall “social” expenditure, and
R&D

A May be closely linked to health care in terms of
operations, institutions, and personnel but should, to
the extent possible, be excluded when measuring
activities belonging to DIRECT health care functions

Trainer will need to specify that what is core health and what ishealth-related will ultimately be decided upon
by the country. The definitions and distinctions must be thoroughly documented.

Module 2 — Unit 3: Defining Expenditures and Boundaries for NHA
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Activities

Examples of Health-RELATED

Type of Activity

Included as Health-Related

Unlikely to Be Included as
Health-Related

Water supply and hygiene
activities

Surveillance of drinking water
quality; construction of water
protection to eliminate water-
borne disease

Construction and maintenance of
large urban water supply
systems whose primary purpose
is access to water for the urban
population

Nutrition support activities

Nutrition counseling and
supplementary feeding
program to reduce children’s
malnutrition

General school lunch programs
and general subsidies for food
prices, whose primary purposes
are income support or security

Education and training

Medical research, medical
education, and in-service
training for paramedical
workers

Secondary school education
received by future physicians or
health workers

Research

Health services research to
improve program performance

Basic scientific research in
biology and chemistry

4
\‘/\7 E H{/)!m

Slideis self-explanatory
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Exercise on Boundaries

A Break into small groups (20 minutes)

A Group 1: Discuss and justify your group answer to
question 1

A Group 2: Discuss and justify your group answer to
guestions 2 and 3

A Group 3: Discuss and justify your group answer to
guestion 6

A Elect a spokesperson to report back to the class
A Report back and discuss

In-country and regional trainings. the trainer may want to break the class into groups of 5 people (maximum) to
discuss one of the questions (approx. 20 minutes). Time should be allotted for the the group’ s el ected
spokesperson to read and justify the answers. Before each report -back presentation, |leave sometime for the
other groupsto read the questionsthey did not tackle. The report-back presentations and class discussion should

take approximately 30 minutes.
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RHA-Specific Space Boundary
Issues

A What will the space boundary be for your
country’s regions?
A Defined according to place of residence of
beneficiaries?

~ Reflects differences in regional patterns in USE of health
services

A Defined according to place where expenditures are
incurred?
~ Reflects USE of funds by regional authorities

OPTIONAL SLIDE
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Unit 4 (a):
Understanding
Classifications and Tables

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Distribute ICHA classifications handouts before beginning presentation.
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Objectives of Presentation

A Become familiar with the International
Classification for Health Accounts (ICHA) and its
numerical coding system

A Understand the NHA approach to classifications
that allows the introduction of nationally relevant
categories within the broader ones identified by
ICHA

Slideis salf-explanatory
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What is the International Classification
for Health Accounts (ICHA)?

A It describes the principal dimensions of health
expenditures (e.g., sources, financing agents, providers,
and functions) —in terms of CATEGORIES with COMMON
CHARACTERISTICS

A For example, sources of funding may be divided into the
following categories
~ Public funds
» Private funds
» Rest of the world funds

ICHA isa“nomenclature system” of sortsfor health expenditures. It gives countries acommon language to
describethefinanciers, purchasers, and users of health care and the services themselves.
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What is ICHA? cont'd

A Developed by OECD for System of Health
Accounts (SHA)

A Each NHA table categorizes health care entities in
accordance with ICHA

A Because itis an “internationally” accepted
standard, ICHA allows for country comparisons
of health expenditures

Trainer should emphasize theimportance and link to SHA.
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ICHA Approach:
The Principal Categories

A

A

A

A Begins with letter code

“Financing Sources” denoted by “FS”
“Financing Agents” denoted by “HF”
“Health Providers” denoted by “HP”
“Health Care Functions” denoted by “HC”

Beforediscussing slide, trainer should explain that ICHA labels each health care actor by acode. Thiscode
beginswith aletter designation for the broad category followed by anumber designation for the more specific

category.
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ICHA Approach: Specifying Entities
Within Principal Categories

A Within the broad category (e.g., financing
sources), specific entities (e.g., public funds) are
identified by a letter and numerical code followed
by the ICHA name

A Procedure for coding “public funds” (see handout)
»~ Begin with letter code for the principal ICHA category;
therefore,“FS” for Financing Sources
~ This should be followed by numerical code; therefore,
“FS.1”

a Finally, add the ICHA descriptive name for this sub-
category; therefore “FS.1 Public Funds”

Slideis salf-explanatory
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NHA Approach to Classifications

A NHA builds upon SHA (i.e., ICHA) approach

A NHA uses ICHA classifications but allows the
addition of “sub-categories” to accommodate
unique features of countries’ health care
structures

Trainer should remind participantsthat ICHA was designed primarily for monolithic health sector structures of
OECD countries (where government paid for everything) and not for the pluralistic health sectors of developing
countries (which have numerous and unique actors).

NHA allowsfor aclassification of thevarious actorsin pluralistic health systems by further disaggregating
ICHA categories.

NHA customizes ICHA to fit the unique features of a particular country.

Note: the ICHA listing and definitions of categoriesis published in the“ System of Health Accounts’ guide
published by OECD (2000).
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NHA Approach: Classifications
Should Follow Certain Criteria

1. Respect, to the extent possible, the existing
international standards and conventions (i.e.,
ICHA)

A BUT also be flexible to meet specific POLICY needs of
national analysis
~ Therefore, can introduce nationally relevant categories
BUT do so within broader categories identified by ICHA
> e.g., an ICHA code may be: HP1.1 General Hospitals
If a country wants to compare spending between govt. and
private hospitals, it may want to add subcategories:
A HP.1.1.1 Government General Hospitals
A HP.1.1.2 Non-government General Hospitals

If acountry does not agree wholeheartedly with the ICHA descriptive name, it may make up its own name but
placetheoriginal ICHA namein brackets. Be consistent.

Take-home message: An NHA team can add its own country -relevant categories, but for international
comparison purposes, it should document how to “ cross-walk” from national approach to ICHA system.

e Letter and first two numbers (at least) of the code should match ICHA classificationsto alow for
international comparisons.

e Termsthat areitalicized are“ potential” new ICHA category and not mentioned in SHA.

For example: ICHA does not divide providers based on public or private ownership, because everything is
publicin OECD countries, but this distinction isimportant in many countries, so add new categories.

Countriesaso can eliminate ICHA categories or subcategoriesthat are not relevant to them.
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NHA Approach: Classification
Criteria cont’d

1. Adding sub-classifications:

A Thefirst two numbers of the code should match ICHA
categories

A The numbers that follow are “new” and designate the
nationally relevant “sub-category” classification

Slideis salf-explanatory
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NHA Approach: Classification
Criteria cont’d

2. Each category should be mutually exclusive and
exhaustive

A i.e., each expenditure transaction should only fitin
one —and only one — category

3. Each category should be feasible

Point 3. Feasible: So that the classification is CLEAR and the datais AVAILABLE to be collected (timevs.
quality of areport tradeoff).

Module 2 — Unit 4 (a): Understanding Classifications and Tables

10



Unit 4 (b):
Classifying Financing Sources
and Financing Agents

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Sideis sdlf-explanatory
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Objectives of Presentation

A ldentify financing sources and financing agents

A Classify financing sources and financing agents
using the NHA approach and maintain
consistency with the ICHA categories

Slideis sdf-explanatory
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Financing Sources

A Definition: entity that provides health funds
A Answers: “Where does the money come from?”
A Examples: MOF, households, donors

Before going over thisdide, thetrainer should ask the classif they remember the definition of “financing source.”

When classifying an entity asaFSor FA, don’t assume that theentity will always be the same actor. For example, a
MOH may be both afinancing agent and afinancing source. Remember to look at the source of the entity’ s funds and
towhom it givesthe funds. The nature of the fundsiswhat determines FS, FA, P, F, not the nature of the institution.
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Classifications of Financing Sources
Code Description
FS.1 Public Funds
FS.1.1FS — Territ(():rialt (:loz;ernment FiJrF\eds Shaded rows
1.1, -Central Government Revenue .
FS1.12 -Redional and Municipal Government Revenue are addltl_o_nal
FS.1.2 Other Public Funds subclassifica-
FS1.2.1 - Return on AssetsHeld by aPublic Entity tions not
FS.1.2.2 - Other included in
ES.2 Private Funds ICHA
FS.2.1 -Employer Funds
FS2.1.1 -Parastatal Emplover Funds
FS2.1.2 -Other Emplover Funds
ES.2.2 Household Funds
ES.2.3 Non-profit Institutions Serving Individuals
ES2.4 Other Private Funds
FS24.1 -Return on assets held by a private entity
FS. 242 - Other
FS.3 Rest of the World Funds

Thetrainer should first go over the major categories of sources. The codeswith one number are the major categories of
financing sources: i.e., public funds, private funds, rest of the world funds. The shaded lines are extensionsto or
expansions of ICHA (from SHA). In the case of FS, thisisacompletely new health care dimension (not included in
ICHA); therefore, the entire tableis shaded.

Under “Public Funds: FS.1”

Territorial Government Funds: captures all funds generated as general revenue from the central government. This
generally refersto Ministry of Finance contributions to health care. Central government revenue includestaxesthat are
earmarked for health care but collected as value-added taxes (e.g. national lotteries that fund specific health programs),
and/or income, sales, property taxes. Note, this classificationdoes not include payroll taxes collected by the
government for social security, which is generally categorized under “ Employer funds.”

Regional Government Revenue: refersto thoselocal governmentst hat generate their own fundsfrom regional taxes,
etc.

Other Public Funds: includesfunds generated asinterest on trust funds or other assets held by government health
entities.

Under “Private Funds: FS.2"

Employer Funds: refersto a private employer contribution to the “private” insurance program of an employee or to
“social security schemes’ (usually amandatory payment); e.g. Abt Associates Inc.

Parastatal: describes semi-public or state-owned companies such asanationa airline. If acountry chooses to
distinguish parastatal expenditures, it may do so by adding asubclassification. The parastatal company’ s degree of
autonomy from the government determinesits placement in either the private or public funds category. In Kenya, the
government felt that parastatals fit more appropriately in the* public’ funds entity.

Household Funds: these include social security, private insurance contributions, and direct paymentsto providersto
cover co-insurance amounts not covered by insurance schemes. Thiswould aso include the market value of traditional
healers.

Non-profit Institutions Serving Individuals: national non-profit institutions (e.g. in Iran Ayatollah Khomeni
Foundation) .

Other Private Funds: includesinterest payments, or profits generated by insurance companies, etc. that go towards
health care. It also captures net flows of private sector loansused by providers or insurersto cover current expenses.

Rest of the World Funds: FS.3 includes health funds contributed by international or bilateral donor partners.
Thetrainer should make sureto pause and ask for questions or clarifications of these categories.
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Classifications of Financing Agents

A Definition: Have the power and control over how
the funds are used i.e., HAVE PROGRAMMATIC
RESPONSIBILITIES

Answers: “How are funds organized and
managed?” Formerly known as “financing
intermediaries”

Receive funds from sources and use them to pay
for health services, products (e.g.,
pharmaceuticals) or activities.

Examples: MOH, insurance companies

Before discussing this dide, the trainer should ask the class for the definition of FA.

Reiterate that FA isavery important layer, becauseit controls how resources are used. For example, the MOF gives

money to the MOH, but the MOF has no say in how the funds are used. Rather the MOH does. Therefore, MOH isthe
FA.
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Classifications of Financing Agents
Code "Description
HEA Public Sector
HFE.1.1 Territorial Government
HF.1.1.1 Central Government
HF.1.1.1.1 -Ministry of Health
HF.1.1.2 State/Provincial Government
HF.1.1.3 L ocal/Municipal Government
HF.1.2 Social Security Funds
HF.2.1.1 -Government Employees | nsurance Programmes
HF.2.5.1 -Parastatal Companies
HF.B Non-public Sector
HF.2.1.2 -Private Employer Insurance Programmes
HF.2.2 -Private Insurance Enterprises (other than social insurance)
HF.2.3 -Household Out-of -Pocket
HF.2.4 -Non-profit institutions (NGO)
HF.2.5.2 -Private Non-Parastatal Firms and Corporations (other than
health insurance)
HF.3 Rest of the World
Shaded rows are additional subclassifications not included indlCHA

Again, thetrainer should begin by going over the broad categories of FA (with one-number codes). Reiterate that the
nature of the health funding (where it is obtained and where it goes) is what determines an entity's classification as S,
FA, P, or F, not the nature of the institution itself. Note alsothat FA includesinstitutions aswell as some*“ programs’
e.g., insurance programs.

Within Genera Govt. categories: “Public” comprisesall institutional units of central, state, and social security funds.
Included are non-market, non-profit ingtitutions that are controlled and mainly financed by govt. units.

Individual ministries, such asthe Ministry of Health, can be added as subcategories under “central government.”

State governments:. refer to those that receive funds from another institution (e.g., MOF) and allocate fundsto
providers. (When it was a source of funds, thisrefersto the generation of health funds through taxes; however, asa
FA, state govt. meansthat it receivesfunds from, say, MOF, and then allocates them). Remind studentsthat it is“ OK”
to be classified as both a Source in oneinstance and aFA in another.

Social Security Funds: general social insurance programs fundedby compul sory contributions from the formal sector
for large sections of the community. Social security funds can include non-health services such as pensions, which
should be excluded from the health expenditure estimate. Only the portion dedicated to health should be captured for
NHA.

Private Sector: comprises all residential institutional unitsthat don’t belong to the govt.

Private Employer Insurance Programs: are programs that are mandated for a select groups of people. Such aprogram
is“private” in the sense that the government doesn’t really cortrol it but “social” inthat it is*“mandated” for small
groups of people. For example, mutuelles may be included; they are member-owned and controlled but may aso
receive contributions from the government. Also included withinthis category are insurance programs set up by the
government for its employees only (e.g., civil servants health insurance that may exist outside of the general social
security schemes). Other examplesare Abt Associates, aprivate company, that mandatesits employeesto have some
form of health insurance coverage (even if the company contributes itself).

Private Insurance Enterprises (other than socia insurance): refers to both for-profit and not-for-profit insurance
companiesthat are voluntary for the beneficiary and do not receive government contributions. They are optional.

Private Non-parastatal Firms and Corporations (other than health insurance): includes all corporations whose principal
purposeisnot health care. Rather, the principa activity isthe production of other market goods or services. For
example, acompany such as Coca-Colamay administer itsown health servicesto its employees. This category could
also include parastatal companies that may provide health care to employees.
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Exercise

1. Identify the health care entities listed on the next
slides as Financing Sources and/or Financing
Agents

2. Then determine how you would classify them in
accordance with the broad ICHA categories

For in-country training, the exercise question should be:

1) What are the main health care entitiesin your country and how would you sort them into financing sources and
financing agents? Itishelpful for the trainer to begin this exercise by asking the classto draw aflowchart of the
country’ s health care system or just list al the major health entities. Afterwards, the class should go through each
relevant entity on thelist and identify it asasource or financing agent (providers and functionswill be done later).

2) How would you classify your country’ s financing sources and financing agents (accommodeating national and
international needs)? It isuseful to do thison flip charts.

These two questions generally take the class about 2 hours, because the concepts of FSand FA “have solid,” and there
needsto be clear communication of the structure of the health system by the students.

NOTE: some entities may be afinancing source aswell asafinancing agent, e.g. MOH or regional governments. This
depends on the country context and the nature of the funds received and allocated. However thisisagood starting
point for any country team. Thislist may be changed and updated as the team |earns more and more about its health
system while collecting data.

For regional training.

The same questions above are asked but for the fictitious country of Susmania (please seethe Module 1, Unit 4)
1) Identify the health care entities listed on the next slides as financing sources and/or financing agents.

2) Determine how you would classify them in accordance with thebroad ICHA categories.

Y ou should alot one hour for this exercise.
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Exercise
Sort and Classify into FS and/or HF

A Armed Forces Medical A Ministry of Justice
Services (MOD) A National Airline Company

A Health Foundation (NGO) A National Insurance

A Households Program

A International A Oil and Natural Gas
Development Agency Commission

A Ministry of Education A Private Firms (e.g. Coca-

A Ministry of Finance Cola)

A Ministry of Health A Private Insurance Inc.

For regional training:

1) Identify the health care entities listed on the next slides as financing sources and/or financing agents.

2) Determine how you would classify them in accordance with thebroad ICHA categories.

Again note: some entitiesmay be afinancing sourceaswell asa FA, e.g. MOH or Regional Governments. It depends on
the country context and the nature of the funds received and allocated. However, thisis agood starting point for any
country team. Thislist may be changed and updated as the team learns more and more about its health system while
collecting data.

Thetrainer should make surethat when new sub-categories are created, remember to number each category consecutively
eg. MOH. HF. 1.1.1.1and MOJHF.1.1.1.2.

Answers:

Administration of Nationa Insurance Program (Function HC.7.2.1 — Health administration and health insurance, socia
insurance)

Ambulance transport (Function HC.4.3 — Patient transport and emergency rescue)

Armed Forces Medica Services (Financing Agent— HF.1.1.1 Central govt. excluding social security funds, Provider —
dependson thetype of service delivery)

CATSCAN (Function HCR.1 — Capital formation for health care provider institutions)

Central government hospital (Provider HP.1.1.1 — Public general hospitals)

Dental care (Function HC.1.3.2 — Outpatient dental care)

Elderly nursing care (Function HC.3.3 — Long-term nursing care)

Family planning clinic (Provider HP 3.4.1 — Family planning centers)

Health foundation (FS.2.3.1 Non-profit institutions—Health Foundation and HF. 2.4 — Non-profit institutions serving HH)
Health prevention and education program (Function HC.6 — Prevention and public health services)

Hearing aids (Function HC.5.2.3 — Hearing aids)

Households (Financing Sources FS.2.2 — Household funds and Financing Agents HF.2.3 — Private household out-of-
pocket payments)

Inpatient care (Function HC.1.1 — Inpatient curative care)

International Development Agency (FS.3 — Rest of theworld and HF.3 — ROW)

Lab test (Function HC.4.1 — Clinical laboratory)

Medica University Hospitd (HP.1.2 — University general hospitals)

Midwife (Provider HP.3.3.1 — Office of other health practitioners— midwife)

Ministry of Finance (Source S.1.1 — Central govt. revenue)
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Exercise
Sort and Classify into FS and/or HF

A Armed Forces Medical A Ministry of Justice
Services (MOD) A National Airline Company

A Health Foundation (NGO) A National Insurance

A Households Program

A International A Oil and Natural Gas
Development Agency Commission

A Ministry of Education A Private Firms (e.g. Coca-

A Ministry of Finance Cola)

A Ministry of Health A Private Insurance Inc.

Answers cont’ d:

Ministry of Health (Financing Agent HF.1.1.1.1 — Central govt. revenue— MOH or can be [rarely] afinancing source
FS1.1.1-MOH)

Ministry of Education (Financing Agent HF.1.1.1.2 — Central govt. revenue —Ministry of Education)
Ministry of Justice (Financing Agent HF.1.1.1.3 — Central govt. revenue—Ministry of Justice)

National Airline Company (Most often Financing Agent HF.2.5.1* — State owned enterprises depending on how
autonomousthe airlineis, it can be placed under either public or private sector classification. Occasiondly it can be
classified asafinancing source, FS.1.3. (Recommended by the PG)

Nationa Insurance Program (Financing Agent HF.1.2.1 — within socia security funds— public social insurance)

Oil and Natural Gas Commission (Most often Financing Agent HF.2.5.1 — State owned enterprises). Depending on
how autonomousthe commissioniis, it can be placed under either public or private sector classification. Occasiondly it
can beclassified asfinancing source FS.1.3

Private clinics (Provider — HP.3.1.1 — Office of private physicians)

Private firms (Financing Source FS.2.1 — Private employer funds)

Private Insurance Inc. (Financing Agent— HF.2.2 private insurance enterprises)

Private pharmacies (Provider HP.4.1.1 — Private dispensing chemists)

Public pharmacies (Provider HP.4.1.2 — Public dispensing chemists)

Saaries of MOH personnel (Function HC.7.1.1 — Genera govt. administration of health)

Salaries of doctors (trick question!) Salaries have to be divided proportionally among the functional classifications of
inpatient and outpatient care. The same applies to maintenance.

Traditional healer (Provider HP 3.9.3 — Offices of other health practitioners— Traditional healers)
Women's Hedlth Clinic (NGO) (Provider HP.3.4.9— All other outpatient community and other integrated care centers)

* HF2.5.1 Parastatal companies should be aggregated under HF.A. Public Sector in order to generate the public sector
or government activities if the country considersparagtatals to be amajor policy tool of the government.
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Exercise

1. What are the main health care entities in your
country? Draw a flowchart of your
national/regional health care structures

2. How would you sort these entities into financing
sources and financing agents?

Optional dide- if doing an in-country NHA or RHA.

Module 2 — Unit 4 (b): Classifying Financing Sources and Financing Agents
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Unit 4 (c):
Classifying Providers and Functions

The PHRplus Project is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Slideis sdlf-explanatory
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Objectives of Presentation

A ldentify providers and functions

A Classify providers and functions using the NHA
approach and maintain consistency with the ICHA
categories

Slideis sdlf-explanatory
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Classifications of Providers

A Definition: entities that provide or deliver health
care and health-related services

A Answers: “Who/where” provides the services?
A Examples: hospitals, clinics, pharmacies

Thetrainer should begin by asking the classfor the definitionof providers.
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Code Description
HP.1 Hospitals

HP.1.1 General Hospitals

HP.1.1.1 Government-owned general hospitals
HP.1.1.2 Private-for-profit owned general hospitals
HP.1.2 Mental Health and Substance Abuse Hospitals
HP. 1.3 Specialty Hospitals (other than mental health and substance | Classifications
abuse)

HP.2. Nursing and residential carefacilities of PROVIDERS
HP.3. Providers of ambulatory health care

HP3.1 Offices of Physicians

HP3.2 Offices of Dentists

HP.3.3 Offices of Other Health Practitioners

HP.3.4 Qutpatient care centers

HP.34.1 Family Planning Centers

HP.3.4.2 QOutpatient mental health and substance abuse centers

HP.3.4.3 Free-standing ambulatory surgery centers

HP.3.4.4 Dialysis care centers

HP.3.4.5 All Other outpatient multi specialty and cooperative

service centers

HP.3.5 Medical and Diagnostic L aboratories
HP.4 Retail Sale and other providers of medical goods

HP. 4.1 Dispensing Chemists
HP 5. Provision and administration of public health programs
HP 6. General health administration and insurance
HP 7 All other industries (rest of the economy)
HP 8 Ingtitutions providing health related services
HP 9. Rest of the World
HP. nsk Provider expenditure not specified by kind

Highlighted Rows are additional sub-classifications not included in ICHA

Thetrainer should begin by outlining the major categoriesfirst and go into select categoriesthat usually need more
explanation.

Hospital: they should provide at least inpatient (Inpatient: speciaized accommaodation services) services and can do outpatient
asasecondary activity. It should be primarily engaged in medical diagnostic and treatment servicesto inpatients. Note that in
some countriesin order to classify asahospital it has to have a minimum number of beds. For international purposes, we are
concerned that inpatient care be the primary purpose of afacility.

Speciaty Hospitals: e.g., orthopedic, traditional medicine, TB, burn

Providers of Ambulatory Care: includes establishment primarily engaged in providing servicesto outpatients. Does not require
i npatient services.

Officesof Physicians: refersto health practitioners who holdadoctor of medicine or corresponding degree, and who are
primarily engaged in the independent practice of genera or specialized medicine. These categoriesrefer to primarily “ private”
practices of physicians.

Offices of Dentists: like“offices of physicians,” refers primarily to private independent dental practices.

Offices of Other Health Practitioners. may include independent practices of other health practitioners such as chiropractorsand
optometrists. A subcategory may beincluded to designate“traditional medicing’ providers.

Outpatient Care Centers: establishments that provide outpatient services to ateam of medical, paramedical, and other support.
Thismight bring together several specialties or essential primary care.

Free Standing Ambulatory Surgery Centers:. establishmentsthat provide surgical services on an outpatient basis, e.g.,
Orthoscopic, cataract surgery.

All other outpatient multispecialty cooperative service centers. centersor clinicsof health practitioners with different degrees
with more than one specialty practicing within the same establishment. Includes general outpatient community centers and
clinicsor multispecidty polyclinics.

All other outpatient community and care centers: not only care provided by multispecialty teams.

Questionfor the class: Where would you place avillage clinic staffed by one person? NHA does not offer astraightforward
answer. Could be created under 3.4.5 or 3.4.9.

Dispensing Chemists. Pharmacies (public and private)

Provision and administration of public health programs: includes both government and private administration and provision of
public health programs.

General health administration and insurance: refers to establishments primarily engaged in the regulation of activities of
agenciesthat provide health care and health insurance (e.g., agenciesthat regulate licensing of providers, safety inthe
workplace, etc.)

All other ingtitutions (rest of the economy): includes providers of occupational health care services, private households that
providetheir own “home care,” and all other secondary producers of health care.

Health-related service provider: remember the definition of health-related! These providers are research institutions, education
and training ingtitutions, etc.

Module 2 — Unit 4 (c): Classifying Providers and Functions 4




Classifications of FUNCTIONS

A Definition: Actual service or activities delivered
by providers

A Answers: “What type of service, product or
activity was actually produced?”

A Example: Curative care, pharmaceuticals,
outpatient care, prevention programs

Thetrainer should begin by asking the classwhat their definition of afunctionis.
Notethisisbroken down by type of services, not level of care (primary, secondary, tertiary)
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Code Description
HC.1 Services of Curative Care L. i
HC11 Lnpatient Curative Care Classifications of
HC12 Day Cases of Curative Care*
HC 13 Qutpatient curative care* FUNCTIONS
HC 131 Basi i i
HC.1.3.2 Outpatient Dental Care
HC.2 Services of Rehabilitative Care
HC3 Services of Longterm Nursing Care
HC4 Ancillary Services to Medical Care
HC41 Clinical | aboratory
HC42 Diagnostic Imaging
HC.4.3 Patient Transport and Emergency Rescue
HC5 Medical Goods Dispensed to Outpatients
HCS51 Pharmaceuticalsand other Medical nonDurables
HCS511 Prescribed medicines
HC512 Over-the-counter medicines
HC51.3 Other medical non-durables
HC.6 Prevention and Public Health Services
HC.7 Health Administration and Health Insurance
Hc n.sk HC expenditure not specified by any kind
HCR1-5 Healthrelated Functions
HCR1 Capi i i i
HCR.2 Education and Training of Health Personnel
HCR.3 Research and development in health
HCR.4 Food. hvgiene and Drinking Water Control
HCRS Environmental Health
HCR. n.s.k HCR expenditure not specified by any kind
Highlighted Rows are additional sub-classifications not included in ICHA

Thetrainer should begin by going through the broad category. Leave HCR until the end.
Inpatient: must be formally admitted overnight

Day cases of curative care: include services such as ambulatory surgery, dialysis, and oncological care, none of which
should require no overnight stay (otherwise would be classified asinpatient care).

Outpatient curative care; includes outpatient health care services delivered by physiciansin the ambul atory health care
facilities or areas of afacility —i.e., ahospital may have an outpatient/ambulatory care department.

*These two descriptions are also confusing to international experts. Most countries use HC1.3 Outpatient Curative Care
astheir main category for outpatient services.

Basic medical and diagnostic services: include routine examinations, medical assessments, prescription of
pharmaceuticals, routine counseling of patients, dietary regime, injections, and vaccination (if not covered under public
health preventive care programs).

Prevention and public health services: includes vaccine campaigns. Doesn’t include prevention counseling given during
regular doctorsvisits becauseit’ svery difficult to tease out.

Health Related Functions: Only the capital formation (e.g., construction and equipping of provider facilities) will be
included inthe “total health expenditure” estimate. HCR2-5 should be only added to the “ General health expenditure”
(moreinclusive of Health-related items) estimate and not the “total health” estimate.

Within HCR “ capital formation for health care producing ingtitutions’ (e.g., building a new hospital wing) should be
classified under HCR.1; but capital formation for a“health related” function, e.g., building anew nurses training center
should be reported under HCR.2 education and training of heath p ersonnel.

HCR4 Food, hygiene and drinking water control includes expendituresincurred for water systemswhose primary
function isto prevent water borne diseases.
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Exercise

1. Identify the health-care entities listed on the next
slides as providers or functions

2. Then determine how you would classify them in
accordance with the broad ICHA categories

For country training, the exercise question should be:

1) What are the main health-care entitiesin your country and how would you sort them into providers and functions?
Itishelpful for thetrainer to begin thisexercise by asking t he classto draw aflowchart of the country’s health care
system and to list all the major health entities. Afterwards, the class should go through each relevant entity on thelist
and identify it as aprovider or function.

2) How would you classify your country’ s providers and functio ns (accommodating national and international needs)?

Itisuseful to do thison flip charts. For these two questions, it generally takes the class about 2 hours because the
concepts of providersand functions have solid, and there needsto be aclear communication of the structure of the
health system by the participants. In thiscase, the entitieswill either be providers or functions. There should not be any
overlap.

For regional training:

The same questions above are asked but for the fictional country of Susmania (please seethe Module 1, Unit 4)
1) Identify the health care entities listed on the next slides asprovidersor functions.
2)Then determine how you would classify them in accordance with the broad ICHA categories.

Y ou should alot one hour for this exercisein regional trainings.
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Exercise
Sort and Classify into Provider or

Function
A Administration of A Inpatient Care
National Insurance A Lab Test
Program (NIP) A Medical University Hospital
A Ambulance Transport A Midwife
A CATSCAN machine A Private Clinics
A Dental Care A Private Pharmacies
A Elderly Nursing Care A Salaries of MOH personnel
. . . A Salaries of doctors
A Family Planning Clinics i
. A Traditional Healer
A Health Prevention and , o
. A Women'’s Health Clinic
Education Program
A Hearing Aids

For regional training:

1) Identify the health care entities listed on the next slides as financing sources and/or financing agents.

2) Determine how you would classify them in accordance with thebroad ICHA categories.

Again note: some entities may be afinancing sourceaswell asa FA. e.g. MOH or Regiona Governments- depends on
the country context and the nature of the funds received and allocated. However, thisis agood starting point for any
country team (thislist may be changed and updated as the team learns more and more about its health system while
collecting data).

Thetrainer should make surethat as new sub-categories are created, remember to number each category consecutively,
0., MOH.HF. 1.1.1.1and MOJHF.1.1.1.2.

Answers:

Administration of Nationa Insurance Program (Function HC.7.2.1 — Health admini stration and health insurance; social
insurance)

Ambulance transport (Function HC.4.3 — Patient transport and emergency rescue)

Armed Forces Medica Services (Financing Agent— HF.1.1.1 Central govt. excluding social security funds, Provider —
dependson thetype of service delivery)

CATSCAN (Function HCR.1 — Capital formation for health care provider institutions)

Central government hospital (Provider HP.1.1.1 — Public general hospitals)

Dental care (Function HC.1.3.2 — Outpatient dental care)

Elderly nursing care (Function HC.3.3 — Long-term nursing care

Family Planning Clinic (Provider HP 3.4.1— Family planning centers)

Health Foundation (FS.2.3.1 Non-profit institutions—Health Foundation and HF. 2.4 — Non-profit institutions serving
HH)

Health prevention and education program (Function HC.6 — Prevention and public health services)

Hearing aids (Function HC.5.2.3 — Hearing aids)

Households (Financing Sources FS.2.2 — Household funds and Financing Agents HF.2.3 — Private household out-of-
pocket payments)

Inpatient care (Function HC.1.1 — Inpatient curative care)

International Development Agency (FS.3 — Rest of World and HF.3 — ROW)

Lab test (Function HC.4.1 — Clinical laboratory)

Medical University Hospital (HP.1.2 — University general hospitals)

Midwife (Provider HP.3.3.1 — Office of other health practitioners— midwife)

Ministry of Finance (Source S.1.1 — Central govt. revenue)
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Exercise
Sort and Classify into Provider or

Function
A Administration of A Inpatient Care
National Insurance A Lab test

4

Program (NIP) A Medical University
A Ambulance Transport Hospital
A CATSCAN machine A Midwife
A Dental Care A Private Clinics
A Elderly Nursing Care A Prlvaj[e Pharmacies
. . _ A Salaries of MOH
A Family Planning Clinics personnel
A Health Prevention and Salaries of doctors

Education Program Traditional Healer

Hearing Aids A Women Health Clinic

>
>

Answers cont’ d:

Ministry of Health (Financing Agent HF.1.1.1.1 — Central govt. revenue— MOH or can be [rarely] afinancing source
FS1.1.1-MOH)

Ministry of Education (Financing Agent HF.1.1.1.2 — Central govt. revenue —Ministry of Education)
Ministry of Justice (Financing Agent HF.1.1.1.3 — Central govt. revenue—Ministry of Justice)

National Airline Company (Most often Financing Agent HF.2.5.1* — State-owned enterprises). Depending on how
autonomousthe airlineis, it can be placed under either public or private sector classification. Occasiondly it can be
classified asafinancing source, FS.1.3. (Recommended by the PG)

National Insurance Program (Financing Agent HF.1.2.1 — Within social security funds— public social insurance)

Oil and Natural Gas Commission (Most often Financing Agent HF.2.5.1 — State owned enterprises, depending on how
autonomous the commissionis, it can be placed under either public or private sector classification. Occasionadly it can
be classified asfinancing source FS.1.3)

Private clinics (Provider — HP.3.1.1 — Office of private physicians)

Private firms (Financing Source FS.2.1 — Private employer funds)

Private Insurance Inc. (Financing Agent— HF.2.2 private insurance enterprises)

Private pharmacies (Provider HP.4.1.1 — Private dispensing chemists)

Public pharmacies (Provider HP.4.1.2 — Public dispensing chemists)

Saaries of MOH personne (Function HC.7.1.1 — Genera govt. administration of health)

Salaries of doctors (trick question!) Salaries have to be divided proportionally among the functional classifications of
inpatient and outpatient care. The same applies to maintenance.

Traditional heder (Provider HP 3.9.3 — Offices of other health practitioners— Traditiona healers)
Women's Health Clinic (NGO - Provider HP.3.4.9— All other outpatient community and other integrated care centers)

* HF2.5.1 Parastatal companies should be aggregated under HF.A. Public Sector in order to generate the public sector or
government activitiesif the country considersparastatals to be amajor policy tool of the government.
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Classification

Extra Question on Functional

functional set of classification?

A How would you classify the activities below into

Donors have reported their expenditures
in the following breakdown:

NHA
Classification?

Primary Care Services

Secondary/Tertiary Care Services

Training

Research

Information, Education and Communication

Administration

Primary care services: HC 1.3 Outpatient curative care
Secondary/Tertiary Care services;:HC 1.1 Inpatient curative care
Training: H.CR 2 Education and training of health personnel
Research: researchers (HCR 3 Research and devel opment in health)

Information, Education, and Communication: HC 6.9 All other miscellaneous public health services

Administration: Health administration and health insurance— private (HC.7.2)

Module 2 — Unit 4 (c): Classifying Providers and Functions
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Exercise

1. What are the main health care providers and

services in your country?

2. How would you sort these entities into providers

and functions?

Optional slide
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Unit 4 (d):
Setting up and Reading the Tables

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Sideis self-explanatory
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Objectives of Presentation

A Understand the structure of each table

A Be able to label the headings of rows and
columns of each table based on ICHA

Sideis self-explanatory
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Basic NHA Tables (1-4)

A It is recommended that countries work through
at least the following four tables:

A Table 1. FSx FA
A Table2. FAx P
A Table3.FAXF
A Tabled4. PxF

As mentioned earlier, atable organizesthe flow of funds from one entity to another.
If doing aRHA training, al four tables are possible.

Thetrainer should ask the classto follow the handouts of the v arioustables during this presentation.
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Reading an NHA Table:
Within a Table

A Funds flow downward from the
A “originators” (column headings)

|

A “recipients/users” (row headings)
A The total amount spent by each “originator” is
shown at the bottom of each column

A The total amount received by each
“recipient/user” is shown at the end of each row

Sideis self-explanatory
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Reading an NHA Table (FSxFA)

HF.A Public Sector

HF. 1.1 Territorial government

HF.1.1.1 Central government

HF.1.1.1.1 Ministry of Health
HF. 1.1.1.2 Ministry of Defense
HF. 1.1.1.3 Ministry of Education

HF.1.1.3 Municipal government

HF.1.2 Social Security Funds

HF.2.1.1 Government employee
insurance programmes

HF.2.5.1 Parastatal government

Public subtotal
HF. B Non Public Sector
HF.2.1Private Social Insurance

HF.2.2 Private Insurance Enterprises
(other than social insurance)

HF.2.3 Private Households' out-of-pocket Direct Transfer

HF. 2.4 Non-profit Institutions Serving
Households (other than social insurance

HF. 2.5. Private Firms and Corporations

HF.2.5.2 Private Nonparastatal Firms and
Corporations (other than health insurance
Private subtotal

HF.3. Rest of the World

Total

Thetrainer should point out that thisiswhat a Financing Sourcesto Financing Agent table should look like.
Within atable, read down and across

Funds flow downward from the “originators” listed in each table column to the “ recipients/users’ listed for each
row.

Thetotal amount spent by each“originator’ is shown at the bottom of each column.
The total amount received by each*“ recipient/use’” isincluded at the end of each row.

Mention direct transfer (e.g., households are listed as a FA to serve as a placeholder that illustrates a direct
transfer of fundsfrom the financing source to the provider)

New categories not part of ICHA are shown inshading.
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Understanding Flows Between Tables

A Row headings of one table become column
headings or “originators” of the next table

A Therefore, row totals of first table become column
“totals” of the second table

A Total Health Expenditure (THE) —the number
contained in the cell at the bottom right corner of
each table —is the same in every table

THE aggregates TCEH plus capital formation by health care provider ingtitutions (HC.R.1).

Module 2 — Unit 4 (d): Setting up and Reading the Tables




Understanding Flows Between Tables

1) Financing Sources
FS.3.
Rest of
FS.1.1 the FS.2.1 FS.2.2
Territorial World Employer Household
Financing Agents government | (Donors)| Funds Funds TOTALS
HF.1.1.1.1 Ministry of Health |A B A +B
HF.1.1.1.2 Ministry of
Education C (]
HF.2.2 Private Insurance
Enterprises D E D +E
HF. 2.3 Private Households'
| Out-of-pocket Payment / /F*
TOTALS / / / e
2) Financing Agents / /]

HE,
ivate
HF.1.1.1.1 HF.1.1.1/InsuranCe 2.3
Providers MOH 2MO Enter r|ses ouse ids TOTALS

HP.1.1.1 Public General

Hospitals

HP.1.1.2 Private General

Hospitals

HP.3.4.5.1 Public Outpatient

Clinics

TOTALS W=A+B X+Y “D+E |F B

* direct transfer of payment

The row headings of one table become the column headings of thenext table. It follows that the row totals of the
first table becomes the column total s of the second table.

The national THE isthe number contained in the cell at the bottom right corner of each table. It isthe samein
every table.
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Possible “Total” Health Expenditure
Estimates

For purposes of international comparison:
A Total Current Expenditure on Health (TCEH) — made up of

HC.1-7 only

A This includes spending for personal health care, plus
spending for collective health services and for the operation of

the system’s financing agents

A Total Expenditure on Health (THE) — made up of HC.1-7 and
HCR.1 (capital formation of health care provider
institutions). This is what is usually measured by most
countries

For national purposes:

A National Health Expenditure (NHE) — This total estimate
best addresses the needs and concerns of policymakers. It
may or may not include any of the health-related functions
from HC.R.2-5

NHA hasthree possible health expenditure estimates that a country may want to measure:

(Participants should look at thelist of Functionsinthe [CHA handout.)
TCEH — refers only to direct health expenditures. Excludes al health care-related expenditures. Thisincludes
spending for personal health care, plus spending for collectivehealth services and for the operation of the
system’ s financing agents.

THE — includes all true health expenditures aswell as one health care-rel ated function, namely, capital
formation. Whenever we mention THE, thisisthe definition we are referring to in particular.

NHE — Thistotal estimate best addresses the needs and concerns of policymakers. It may or may not include
any of the health related functions from HC.R.2-5.
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Financing Agents to Providers

HF.A Public Sector

Financing Agent

HF.B Non Public Sector

HF.1.1 Territorial government

HF.1.1.1
Central
Provider government

AFL112
State/provincial
government

HF.1.2

HF.2.1.1
Government

Social security| employee insurance

funds

programmes

HF.25.1
Parastatal
companies

HF.2.1
private social
insurance

HF-2.3
Private HH
out-of-pocket
payments

HF.2.5.2
Private

nonparastatal

firms and corp.

HF.3
Rest of
the world

Row totalg
and total
exp.
measures|

HP.1 Hospitals

HP.2 Nursing & resd care

HP.3 Providers of Amb care

P4 retall sale & prov med gds

HP.5 Prov & Admin PH

HP.6 Gnl hith admin & inscr

HP.7 All other industries

P8 Institutions providing
health related services

HP .9 rest of the world

You've seen what aFSto FA tablelookslike. ThisisaFA x Ptable.

The codes should go on the top and the descriptor should be an ICHA descriptor. However, if the country wants

to useits own descriptor, it should put the ICHA descriptor inbrackets.

Thetrainer should show what typesof “TOTAL” estimates are feasible with each table and which column/ row
headingswill or will not be necessary for aparticular total.

Thetrainer should tell the classthe following about the FA x Ptable:

The category HP.8 isadded to ICHA to allow thistable to be developed for different expenditure aggregates. If

Table 2 isdeveloped for HO or H1, as shown in OECD 2000, it will include only health care providing
institutions and HP 8 will not be needed. If Table 2 is prepared for H2, it should include expenditure on

institutions providing health care-related services and activities, for example, research and training institutions,

and these should beincluded under HP 8.
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Providers to Functions

_PxF

HP 1 HP2 HP 3 HP 4 HP5 HP 6 HP 7 HP8 HP9
Retail
sale and | Provision All other Inst.
Nurs_lng a_nd Providers other | and adm. General industries providing Rest of Row Totals
" residential of . . health health and Health
Hospitals providers| of public (rest of the .
care ambulatory £ health adm. and th care d Expenditure
facilities | health care of ca insurance e related | WOr Totals
medical | programs economy) X
services
goods

HC 1 and HC 2 Services of
curative care and rehabilitative
care

HC 3 Services of long-term
nursing care

HC4 Ancillary services to health
care

HC5 Medical goods dispensed to
outpatients

HC 6 Prevention and public health
services

HC 7 Health program
administration and health
insurance

Subtotal: Total current expnd on
Health

(Additional row entries for HC.R

if chosen by country)

National Health Expenditure

Thetrainer should again go over the various column and row headings and go over what possible“Total
estimates’ can be doneif certain health entities are included/excluded.
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Financing Agents to Functions

FAXF
HF.A Public Sector HF.B Non Public Sector
HF.1.1 Territorial government HF.2.11 HF251 HF.2.1 HF.23 HF.252 HF3  [Row totals
HF.LL1 HF.112 HF.1.2 Government | Parastatal[  Private social Private HH Private Rest of | and total
Central  |State/provincial | Social security| employee insurance {companies insurance out-of-pocket | nonparastatal | the world |~ exp.
government] government | funds programmes payments | firms and corp. measures

HC.1 and HC.2 Services of
curative care and rehabilitative care

HC.3 Services of long-term
nursing care

HC.4 Ancillary services to health care

HC.5 Medical goods dispensed to
outpatients

HC.6 Prevention and public health
services

HC.7 Health program administration
and health insurance

(Additional row entries for HC.R
if chosen by country)

National Health Expenditure

Trainer should reiterate the different total estimates.
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Additional NHA Tables

A Total current expenditure on health (TCEH) across
population age and gender groups (FA x A/G)

A Health expenditures across region (FA x R)

A Current expenditure on health by financing agents
to the population classified by per capita
household expenditure quintile (FA x SES)

A Allocating different types of inputs by financial
agents (FA x I): classification of inputs are for
those goods that are used to produce health care
and health-related services

A The distribution of current expenditure on health
by financing agents to the population classified by
disease group (FA x GBD)

Thesetables are usually doneif the funds flow will inform apolicy priority and if the dataare available.

Thetrainer should emphasizethat all of the tables show the relation of funds flowing from FINANCING
AGENTS to aparticular beneficiary group. Trainer can ask the class, why do you supposethat it isalwaysfrom
FA? Thereason being, again- FAs constitute the most powerful layer of the health system and have the most
control over distribution of resour ces. They are usually the most relevant for policy purposes. For example, a
table on financing sourcesto different gender groups would notbe relevant to policy because the MOF doesn’'t
allocate fundsto maintain equity in gender groups, rather, the MOH would have thisresponsibility.

All these tables do require extra data collection efforts on thepart of the NHA team. And specific issues may
arisewhen trying to do each one.

Table FA x inputs, is generally an easier table to compile because many governmentstrack expenditures by
these lineitems: salaries, maintenance, capital investment, etc.

Module 2 — Unit 4 (d): Setting up and Reading the Tables
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Additional Tables:
e.g. Financing Agents x Region

Financing Agent
HF.A Public Sector HF.B Non Public Sector
HF.1.1 Territorial government HF.2.1.1 HF251 HF.2.1 HF.2.3 HF.252 HF3  [Row totalg
HF1LL HF.112 HF.12 Government | Parastatal | Private social Private HH Private Rest of | and total
Central  |Statefprovincial | Social security| employee insurance |compani insurance out-of-pocke | nonparastatal | the world| ~€xp.
government| government funds programmes payments | firms and corp. measures
Region 1
Region |
Region Il
Region IV
RegionV

Thistableisincreasingly popular among countries, particularly those that are very decentralized or that look at
equity issues.
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Additional Tables:
e.g. Financing Agents x per Capita
Household Expenditure Quintile

Financing Agent
HF.A Public Sector HF.Non Public Sector
HF.1.1 Territorial government HF.2.11 HF251 HF21 HF.23 HF.25.2 HF3  [Rowtotals
HFLLL HF.1.12 HF12 Govenment | Parastatal | Privatesocial | Private HH Private Restof | and total
Central ~ [State/provincial [Social security| employee insurance [companies| insurance | out-of-pocket | nonparastatal | the world | €Xp.
government | government | funds programmes payments | firms and corp. MEasures

Lowest quintile

Expenditure quintile Il

Expenditure quintile |1

Expenditure quintile [V

Highest quintile

Another very popular table.
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Additional Tables:
e.g. Financing Agents x Inputs

FAXI
HF.A Public Sector HF.B Non Public Sector
HF.1.1 Territorial government HF2.11 HF.25.1 HF.21 HF23 HF.252 HF3  [Rowtotals|
HF.111 HF.1.12 HF.1.2 Government | Parastatal |  Private social Private HH Private Restof | and total
Central I ial [Social security] employee insurance i insurance out-of-pocke [ nonparastatal | theworld |  exp.
government| government funds programmes payments | firms and corp. measures

Labor

Non-labor services

Material supplies

Pharmaceuticals

Other supplies

Medical equip

Other equipment and
durable goods

Capital goods

Buildings and structures

Other capital goods

Total

Another very popular table.
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Additional Tables:
e.g. Financing Agents x Disease Group

FAXI
HF.A Public Sector HF.B Non Public Sector
HF.1.1 Teritorial government HF211 HF25.1 HF21 HF.23 HF.25.2 HE3 Rowtotals
HF.L11 | HRLL2 HF.12 Government | Parastatal | Private social | Private HH Private Rest of | and total
Disease Groups Central provincial | Social security| employee insurance| companies|  insurance out-of-pocket] nonparastatal | thewarld | exp.
g funds programmes payments | firms and corp. measures

(GBD.1 Communicable diseases
maternal and perinatal conditions
and nutrtional deficiencies
(GBD.1.1.2 Sexually transmitted
diseases

(GBD.2 Non-communicable
conditions

GBD.3 Injuries

Total

Another very popular table.
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Unit 5:
Collecting Data

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Slide is selfexplanatory
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Objectives of Presentation

A Be aware of recommended steps to organizing
the data collection process, including the data
plan

A Learn basic tips for strengthening the accuracy
and relevance of collected data

A Be familiar with different secondary sources of
data, including their strengths and weaknesses

A Understand when to resort to primary data
collection and what to consider when designing
certain survey instruments

Slideis salf-explanatory
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Organizing the
Data Collection Process

Slideis salf-explanatory
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Collecting the Right Data —
Initial Questions to Answer

A What are the definitions and boundaries of health
expenditures?

A What are the policy questions being answered by
NHA?

A What level of detail is desired? How
disaggregated should the data be?

A E.g., regional or national?

Bullet 1: For example, if water and sanitation is not included in the definition of health, then thereisno pointin
collecting information of these expenditures.

Bullet 2: It simportant to keep in mind what policy issues would benefit from specific information derived from
NHA. For example, in Morocco, MCH isakey policy issue because mothers and children are atarget
population for the MOH. Therefore, the NHA exercise produced information on expenditureson MCH.

Bullet 3: In a country where decentralization is an important policy issue, the information may need to be
sufficiently disaggregated to produce national and regional results.
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Creating a Data Plan

A Outlines the action plan for collecting primary and
secondary data and clearly answers the following:

A Who is ultimately responsible for collecting each
type of data?

A What types of information is needed? What is the
level of detail? What time period should the data
cover?

A When will the data be collected? What is the
deadline for obtaining the data?

A Where should the team get the data?

A Ask the steering committee to:

» ldentify secondary data sources
» Facilitate access to the data

In many countries, as much as 80 percent of data can befound “ off-the-shelf;” that is, it already existsin the
form of secondary sources. Existing reports and other national statistical projects can be excellent sources of
dataor be used to identify other sources of information.

The data plan answers the who, what, when, and where of the datacollection strategy.

Who: Individing tasksit is critical to have clear definitionsso that information collected by two different
individualsis paralel, that is, it corresponds to a common definition.

What: Should be defined by theboundaries of “what ishealth.” Alwaysreturnto the health, space, andtime
boundaries. In some cases, institutions may have different fiscal years, e.g. NHA may befor acalendar year
such as 2000 but the government fiscal year may be Oct 1999 to September 2000. In this case, you need to
collect information for 2 fiscal years, disaggregated by month in order to calculate expendituresin the calendar
year being used for the NHA estimation. Also thereisthe question of collecting information with the necessary
level of detail. Recall that you need not only general information on how much is spent on health, but you will
also need the elements to distribute thisinformation across the tables FSto FA to Pto F, etc.

When: Important to have aclear timelimit. Data collection canbecome an infinite exercise. Don't get lost in
the data collection. Keep your eyeson the prize: Why are you collecting the information?

Where: The steering committee can be of help in identifying datasources because it represents various
institutions and therefore knows how those institutions operateand the type of information they have. The
steering committee can a so open doors, establish contacts withkey peoplein their respective ingtitutions that
can provideinformation.
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Creating a Data Plan cont’d

Why?
A To ensure timeliness of the activity

A Division of labor among team members makes
the process easier to manage

A Easier to identify any breakdown in the data
collection process when it is divided into small
chunks

Many countries have found it easier when one or two members have to manage only one or two data sources
each.

Must be flexible and should be seen as on iterative process where, for example, you may have had one plan to
collect theinformation at the outset, but asyou start the process you find that you need to revise your approach.
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Example of a Data Plan
for Secondary Sources

Kenya NHA Data Plan

For Secondary Sources |RECORD-KEEPER: Nzoya Dhim

Name of data source NHA Team Member Responsible for Person to contact (eg. From
Getting Data Steering Committee) to Obtain
Information

Government Records:

MOH Executed budgets or | Mosira M Martin (responsible)- Finance No need to contact 3rd party
Expenditure Returns 2001- | Department, MoH; Henry G Onyiego
2002 June-July (for all (assisting)- Department of Planning, MoH
levels such as provincial,
district,etc)

Expenditure returns (2001- | Mosira M Martin (responsible)- Finance Need to contact each Ministry PS;
2002)Other Ministries (incl. | Department, MoH; Henry G Onyiego Steven Muchiri- Department of
MoE, MoD, MoLocal (assisting)- Department of Planning, MoH | Planning, MoH wiill facilitate making
Government, MoHome the contacts

Affairs)

This example istaken from the KenyaNHA activity. As most dataaready are available in the form of
secondary sources, it isgood to first collect and review all the possible “available’ databeforeidentifying what
primary sources are needed.

Usually you can creste the data plan during the first in-country training workshop.
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Example of a Data Plan
for Primary Sources

Kenya NHA Data
Plan

For Primary RECORD-KEEPER: Geoffery Kimani
Sources Department of Planning, MOH
Name of data NHA Team Person to Deadline to meet |Deadlineto Pre- |Deadline to
source Member Contact (e.g. with contact test Implement Survey
Responsible for |From Steering person and and Collect Data
Coordinating Committee) to finalize survey
Survey consult when instrument
Instrument designing the
Design and survey
Development of
Specific
Workplan
Insurance Company | Nzoya Dhim, Commissioner of 30-Nov-02 15-Jan-03 15-Feb-03
Survey Department of Insurance
Planning, Ministry
of Health
Household Survey |Professor Nganda, |[David Nalo, CBS 15-Oct-02 30-Nov-03|February 15 -March
University of Director 15, 2003
Nairobi

Exampleisfrom Kenya.
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Tips for Data Collection

A Remember your purpose: to populate the NHA
tables
A Don’t get side-tracked by interesting data sources or to
repair weaknesses in data set — wastes time and energy
A Check first to see if data is available elsewhere
before doing a survey

A Remember to be “critical” even when using
available data

A Try to obtain the same estimate from at least two
sources i.e., triangulate the data

Example of triangulation of data: HH survey estimates of purchases of medicines at pharmacies can be checked
against industry estimates of sales.

Again: maintain your focus. Y ou are not collecting informationfor the sake of collecting information. Y ou have
aclear objective: keep it in mind.

A very important point: whenever possible use secondary data.

Triangulating the information isvery important. For example, information of insurance premiums can
sometimes be obtained from the employer, the insurer and theindividual through a household survey. Useadll
available datasourcesto verify thevalidity of theinformation.
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Tips for Data Collection

A Also remember:
A Is the data valid? Was the methodology sound?

A What are the classifications used in the data source?
And what are the definitions and boundaries?

A Cash vs. accrual estimates?
A Can data be extrapolated nationally?
A Isitalarge enough sample size?

If doing aRHA: see whether the data set islarge enough for aregiona estimate.
Remember policy penetration. Methodological “flaws’ are often used to invaidate controversial information.

Therefore, it isessential to get consensus on the methodology. The steering committee can be very useful here.

For example, in Kenyathe flawed methodol ogy was given as adecision not to finalize or officialize the report.
Morocco spent much time getting abroad consensus and today is one of the countries where the data has been
most used by diverse actorsthroughout the health sector including the private sector, such as pharmaceutical
companies.

Thelast two questions are particularly relevant to NGO and private providers and private firms. Whereitis
difficult to define the appropriate sample. We will return to thisissue.

Module 2 — Unit 5: Collecting Data
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Starting with

SECONDARY Sources

Slideis salf-explanatory
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Data Sources
Government Records

Data Sources Strengths Weaknesses
ABudget Expenditures AMost accessible type of | AMay be distorted to
(executed budgets) data misrepresent/ protect/
AEconomic Census Data | AReliable and accurate advance a program
ATax Reports AComprehensive in AMay be disaggregated
Almport and EXpOrt Coverage of relevant in amanner that d.ifferS
Records activity from NHA categories
AAvailable on regular ADiscrepancies between
basis audited and unaudited

AConsistent reporting records .
rules ATend to have atime lag

(b/c of bureaucratic
process of auditing)

Thetrainer should point out to participantsthat the team needs to distinguish between anticipated spending
(budget), executed spending (what targeting), and audited spending. Audited accounts are the most reliable but
take awhileto come out (typically 1-2 years after the end of the fiscal year). Therefore, it is recommended that
the team use provisional (unaudited) figures on executed budgets. Usually the audited budget turnsout to be
close to theunaudited one. If not, the team can check previous yearsto seeif consistent pattern exists between
provisional numbers and final numbers.

Often when you are collecting information from government institutions you will not find it disaggregated to the
level you need tofill out thetables. Inthiscase, you needt o collect not only data on expenditures but also on
indicatorsthat will allow you to make estimates on how to distribute funds according to the NHA methodology.

For acountry training: the trainer should ask the NHA team participants to comment on what types of sources
are available in country and what their strengths and weaknesses are. All records identified should be written on
aflip chart. Thiswill help in the following session when the t eam is asked to draw up adataplan.

For aregional training: it would useful for the trainer to pass out some examples of “government records’ from
around the world.
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Data Sources

A For government records
A Note that line items may be organized as
A recurrent vs. capital costs
~ departments
A programs
~ a mixture of all three
A To analyze for NHA purposes do the following:

~ Know exactly what the definitions and boundaries are for
government classifications

~ Check to see if cash or accrual

~ Map government line item codes to NHA codes

Thisdlideisprimarily for regiona trainings. Could be done as participants review country examples of govt.
records.

If doing acountry training, the trainer could replace this dlide with the general characteristics of agovt. record of
expenditure from that particular country.

Types of expenditure organization:
Recurrent— e.g., salaries, training, drugs
Capita — e.g., buildings, equipment, land
Department— e.g., HIV/AIDS, TB unit, Department of Planning, Department of Health Statistics
Programs— e.g., Maaria control, infectious diseases, maternal and child health

Asyou are collecting information from the govt., make surethat you understand what the different lineitems
mean, what goesinto them. For example, the line item for administration — what doesit include? Central level
administration? Regional level? Provider? If it includes provider administration this amount needs to be taken
out and allocated to providers.

Important to understand government classifications. Thisisan important contributor and often the government
accounting system isalso used by other important public institutions such as social security.

For example, in Guatemala, human resourcesis a separate lineitem in the budget. Thislineitem needsto be
alocated between administration, prevention programs, and providersin order to fill the NHA tables.
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Data Sources
Other Public Records

Data Sources

Strengths

Weaknesses

AGovt. task force reports
(special documents)

AAcademic studies
ANGO reports or studies
ADonor country reports

ARich in details on
specific issues

AlLimited geographic or
demographic scope
AVariable analytic rigor

ACategories may not
match NHA needs

If doing a country training: the trainer should ask the NHA team parti ci pants to comment on what types of
sources are available (for “ other public records”) in country and what their strengths and weaknesses are. All
records identified should be written on aflip chart. Thiswill help in the following session when theteamiis

asked to draw up adataplan.
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Data Sources
Insurer Records

Data Sources Strengths Weaknesses
AStrong focus on Alack of functional detail for
health care and NHA

related expenditures | oLikely to exclude patient
payments in terms of co-
pays and deductibles

ANo central info system and
difficult to pursue every
single insurance provider
in a country

A General unwillingness to
share at least some
proprietary information,
such as profit-loss ratios

Insurer records usually include premiums paid by households and companiesto insurer + insurer’s medical +
admin costs. These records are generaly difficult to obtain intheir raw form; usualy asurvey iswarranted
where the director of the insurance company/program is asked torespond to some expenditure questions.

This may include public insurance (social security) for which the information would usually be publicly
available and uses the public accounting system.
For private insurance, secondary records are usualy difficult to obtain and this requires primary data collection.

In collecting data from insurance, remember to distinguish between payments for premiums and copayments.
Co-payments are paymentsfor provision of service. Premiums are transfersto financing agents.
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Data Sources
Provider Records

Data Sources Strengths Weaknesses
AObtained from ASpecific and A Accuracy of such info is
providers comprehensive of guestionable as some
AObtained from relevant health providers (e.g., private) may be
regulatory (i.e. expenditures reluctant to share true financial
licensing) or financial | ARecords fall within information (e.g., for tax
(e.g. tax) agencies the boundary of purposes)
AObtained from health AThere may be many providers
industry associations in a given country and it may
be difficult to get an adequate
sample
APresence of large informal
sector (traditional healers)
makes is difficult to capture
expenditure data

Private Providers: # of potential sources of info-tax authorities or licensing bodies.

Weakness Number 2: In Egypt, it was difficult to estimate the true size of private providers (offices of
physicians) becauseit was difficult to sample.

Point out example of Provider Records (in participants packets).

It isdifficult to obtain secondary datafor providers. A few countries, like Mexico, tabulate it as part of their
statistical systems but that is somewhat rare. 1n some countries, tax records are public, e.g., likeinthe U.S. for-

profit firms. Often obtaining datafrom providers requires primary data collection. Even that is hard because of
difficultiesin defining the sampling framework. Thiswill be addressed later.
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Data Sources
Household Records

Data
Sources

Strengths

Weaknesses

A Directly linked to
social, economic,
demographic, and
other characteristics
of patients

A Can be designed to
capture exact info
health accounts are
looking for

A Most accurate info
on out-of-pocket
expenditures -
useful for
conducting equity
analysis

A Specific surveys are expensive and time
consuming to conduct, therefore data might
be old or have to be extrapolated to the
current year. Extrapolations result in loss of
accuracy

APossibility of sampling and non-sampling
errors

ARecords relate only to personal medical
services, and cannot be used to estimate
expenditure on collective and public health
services

ARoutine generic HH surveys (e.g. DHS,
household income and welfare surveys)
more regular but do not necessarily include
all the relevant questions for health care

Trainer may choose to distribute some examples of household surv eys specially designed to collect expenditure

info for NHA.

Point out example of household health care surveys (in participants packets).
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Data Sources
Donor Records

Data Sources

Strengths

Weaknesses

A Routine annual
surveys of all donor
assistance

A Provides country
background and
health sector info
(e.g., WB Health
Sector Report)

A Lists key players in
health sector

ASometimes too generic

ADifficult to monetize in-kind
donations

AWhen donors make
donations directly to a NGO
or alocal entity, the
financing data are likely to
be missed

ADifferencein
disbursements between
donors and ministries

Slideis salf-explanatory
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Primary Sources of Information:
Surveys, etc.

Slideis salf-explanatory
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Improving Quality of Survey Data

A Reduce Sampling Frame Bias — occurs when
sample is not truly representative of population
(i.e., don’t know your denominator)

A Reduce Sampling Error — occurs when results are
based on a sample and generalized for the entire
universe; can decrease by increasing sample size

A Reduce Non-sampling Error — occurs when
survey questions do not ask for what is wanted or
do not get what is being asked for; resolved by
careful survey design and field testing before
rolling it out

Slideis salf-explanatory
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Health Insurance Questionnaires

1. Specify if private for-profit, state-owned, private not-for-
profit

2. Try to get breakdown between number of
“Group/Company” and “Individual/Family” subscribers

3. Get same breakdown for premiums and benefits
(usually on provider level; difficult to get functional)

Point out example of insurance survey (in participants packets)
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Health Insurance Questionnaires
cont’d

Ask whether they are reported in cash or accrual
If receive grants from govt., cash or in-kind

If receive loans or grants from donors

N o g b

Ask what portion of premiums of combined life/health
policies goes to life coverage and to health coverage

Slideis salf-explanatory
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Employer Questionnaires

1. Ownership status (parastatal, private, etc.)
Principal activity of company

3. Number of employees covered by insurance and
whether dependents are included

Trainer could go over some country examples of this questionnaire (note the ones provided in thistraining
manual ask employersonly about their insurance policies)

Employers (private) difficult to capture. Seeif govt. has any routine official surveysand perhaps*“ piggy-back.”
If not, will haveto do new survey.

Sometimes difficult to sample because of lack of any established sampling frame (don’t know the universe)
(especidly if have high turnover of small firms— no need to worry if small expenditure estimate).

Point out example of Employer Survey (included in participants packets).
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Employer Questionnaires cont’d

4. Total amount firm paid in premiums during reporting
period

5. Whether employees contribute to health insurance; if
so, how much?

6. What health services are covered?

7. Whether any other govt. or org. contributes to health
care benefits provided by firm

Slideis salf-explanatory
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Employer Questionnaires cont’d

8. Whether firm reimbursed employees for medical
expenses they incurred. If so, how much?
~ How much does firm reimburse to private and public
facilities?
9. Does firm provide on-site services. If so, what are they?
Does any other NGO make contributions to these
services?

Slideis salf-explanatory
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Donor Questionnaires

A What projects are being funded by donor and how
much are these projects funded?

A What is the beneficiary institution of the funds? (Be
sure to note any NGO providers that receive funds)

A Whether multilateral/bilateral

Trainer could note that an example of this questionnaire will be handed out during the exercise onfillingin FA
to Provider table.

Point out example of Donor Survey (in participants packets)
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Private Provider Questionnaires

A Total funds received from various entities, e.g.,
patients, govt., employers, insurance co., etc.

A Where does the money go? What types of functions?

Thetrainer could distribute an example of aprovider survey.
Most difficult to get providersto fill out.
Send out to thefacility manager.

For functions: can break down into terms easily recorded by providers but needsto be cross-waked to NHA
functions. (Try not to confuse level of care with functions.)

For public providers: their records are usualy divided by departments, line items are similar to government. So
will need to cross-walk to functions.

For private providers: their records are based on how the hospital billsits patients and the revenuesiit receives:
e.g., viahotel costs, operating theater costs, meals, nurses. If someone pays the doctor fee for services, hospitals
records might not track it (thisis atransaction between patient and doctor, not the hospital).
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Traditional Healer Questionnaires

1. How do patients acknowledge TH services? Through
cash, payment-in-kind, or “gifts”?

~ Determine market value of non-monetary
“gifts” /[payments

2. Why did patients come to TH (opinion of TH)? For
health reasons, well-being etc? (remember health
expenditure boundaries!)

3. Recall period should be short (1 month or less), unless
TH keep records

4. Can capture HIV/AIDS on this survey? Will be difficult

Remember that a health expenditure is made with the “intent” toimprove one' shealth
Priceindex= is developed to monetize payments.

Can corroborate with HH survey.

Thetrainer could point out an example of atraditional healer survey (in participants packets).
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Exercise

A ldentify the secondary sources in your country
and/or region

A ldentify the primary sources in your country
and/or region

A Develop your country data plan

Optional slide: only do exerciseif thisan in-country training.
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Unit 6:
Organizing the Data for
Filling in the Tables

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Slideis salf-explanatory
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Objectives of Presentation

A Understand the recommended approach to filling
in (FSx FA,FAxP)and (FAx F, P x F) tables

A Be able to identify and resolve some key data
issues (e.g., double-counting) and data conflicts

Slideis salf-explanatory
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Keep in Mind When Populating
the Tables

A Countries should attempt appropriate tables from a menu
of 9 NHA tables. The choice of tables and their order is
driven by policy concerns and data availability. The most
common ones countries attempt are FS x FA and FA x P

A Relevance and reliability of data plays critical role in
determining what numbers to use for filling the chosen
tables

A Having at least two views of every entry in the accounts
(originators and users) helps validate and confirm the data
This is the beauty of NHA table structure

A Because data sources overlap, avoid double-counting
expenditures

A Stay within the definition of health

Filling in the tables = populating the tables.
These bulleted points should be remembered throughout the entire process.

Bullet 3. Thereisaconstant need to |ook for two sources of datafor aparticular cell: Areafirm’spayroll tax
payments for social insurance consistent with receipts recorded by the social insurance organization? Do donor
and government records agree on how much donor money went through the MOH? Figures from two different
data sources seldom agree. But if they are close, then use thesource more likely to be accurate (remember to
document the choice of datasource!!!).
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Keep in Mind When Populating
the Tables cont’d

A Is the expenditure reporting system cash or
accrual?

A Data collected must be for the same time period

A The first approximation of the tables is tentative
and will undergo several iterations

A Document every decision

Bullet 4. Remember to promptly document every decision madein choosing which data estimate to use and
why. Thisallowsfor aquality control check and facilitatesthe processin future health accountscycles.
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Making the First Approximation —
FS x FA Table

1. Good to start with the actors in the MIDDLE of
the NHA basic tables: Financing Agents
A Why?
~ You can go forward (uses) and backwards (sources)
~ Fewer FAs, therefore relatively easy to capture

~ Data pertaining to FAs is the soundest, and thus the
strongest dimension of NHA

Now that all the data are collected, we begin to popul ate atable. This can be an overwhelming task if not
carefully donein aplanned and methodical way.
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Making the First Approximation —
FS x FA

2. Attempt the FS x FA table

3. List and classify all the potential Financing
Agents

Funds often pass through multiple layers asthey flow from source to eventual FA. Thetask of the NHA teamis
totrace thefundsback to their original source (e.g., MOF).
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FS x FA Table

FS.1 Public Funds FS.2 Private Funds FS.3 Rest of the
FS.11 FS.2.1 FS.2.2 World Funds
Territorial government Employer Household .
funds funds funds Private
Financing Agents subtotal

HF.A Public Sector

HF. 1.1 Territorial government
HF.1.1.1 Central government
HF.1.1.1.1 Ministry of Health
HF. 1.1.1.2 Ministry of Defense

HF. 1.1.1.3 Ministry of Education

HF.1.1.3 Municipal government

HF.1.2 Social Security Funds

HF.2.1.1 Government employee
insurance programmes

HF.2.5.1 Parastatal government

Public subtotal
HF. B Non Public Sector
HF.2.1Private Social Insurance

HF.2.2 Private Insurance Enterprises
(other than social insurance)

HF.2.3 Private Households' out-of-pocket Direct Transfer

HF. 2.4 Non-profit institutions serving
households (other than social insurance)

HF. 2.5. Private Firms and Corporations

HF.2.5.2 Private nonparastatal firms
and corporations (other than health)

Private subtotal
HF.3. Rest of the World
Total

Thisdlideisto remind the participants what a FS x FA Tablelookslike. It also showsthe completion of Step 3
(list and classify all of the potential FAS). Thiscould be afirst approximation of atable and classifications.
Please note that row and column headings may change or may increase in number.
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Making the First Approximation —
FS x FA cont’d

4. Sort the types of expenditure transactions related
to FAs

a. Funds used to own and operate a provider or health
programs are funds allocated by FAs to providers and
functions. For example:

i. ~ MOH payment to non-MOH provider for delivering care to MOH- insured patient

i. ~MOH spending for public health
i. ~ MOH operating its own clinic (is a provider in this case but , essentially, MOH is a
FA to its own providers)

b. Funds transferred to an organization/individual that is the
actual payer of health services are funds received by FAs
from sources. For example:

i. MOF transfer of funds to MOH
c. ldentify and exclude FA spending NOT used for health care. For

example:
i.  MOH spending on old-age retirement homes

Slideis salf-explanatory
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Making the First Approximation —
FS x FA cont’d

5. Estimate amounts of FA expenditures
~ Easiest to start with central govt. units, e.g., MOH
~ ldentify sources for each FA
~ Use a T-account for each FA

MOH HEALTH Expenditures HEALTH Revenue |
Program 15,000 Cr MOF 12,000 Cr
Capital . 5,000 Cr USAID 5,000 Cr
Training 2,000 Cr Other Rev. 5,000 Cr
Total 22,000 Cr Total 22,000 Cr
~ Then start to populate the S x FA table

For purposes of NHA, all that is needed for the T-account isto identify money attributed to health and identify
the source of that money. Expenditures arelisted on theleft side of the account and FA revenues (derived from
sources) are on theright side of the account. The cardina rule of T-accountsisthat the sum of entrieson left
side must be equal to theright side; i.e. every unit of revenue must be accounted for by some expense or
retention.
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Making the First Approximation —
FS x FA cont’d

6. Once afirst pass at population is done,
examine the row and column totals

~ DO THEY MAKE SENSE? If something looks wrong,
reassess the cell entries

7. May need to revise initial list of FAs; if need to
add another FA, then make the appropriate
change in the T-account and table

Even is something lookswrong, it may not be necessarily wrong. But nevertheless, reassess the calculation to
make sure.

Module 2 — Unit 6: Organizing the Data for Filling in the Tables

10



The FA x P Table

8. Start again from the FA level but instead of
looking backward, look forward, to providers
A Process can be complicated, b/c often there is
overlap between entities that produce and finance
health care, e.g., MOH can be a FA and a provider
Ao NHA team must distinguish between these two roles
~  Columns reflect financing of health care (FA resources)

~  Rows reflect production of health care (Provider
resources)

MOH asaFA pays private provider to deliver health care to an M OH-insured patient.
MOH as provider delivers care at its own hospital, clinic, etc.

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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FA x P Table

Financing Agent

HF.A Public Sector HF.B Non Public Sector

HF.L1 Teritorial government [~ HF.21.1 HF251 | HF21 HF.2.3 HF.252 HF.3 | Row totals

HF.LL1 HF.112 I HF.12 Government | Parastatal private socia| Private HH Private Restof | and total
Central  |State/provincialf Social securityemployee insurancd companies| insurance | out-of-pocket | nonparastatal | theworld | exp.

Provider government| government | funds programmes payments | firms and corp. measures

HP.1 Hospitals

HP.2 Nursing & resd care

HP.3 Providers of Amb care

HP.4 Retail sale & prov med gds|

HP.5 Prov & Admin PH

HP.6 Gnl hith admin & inscr

HP.7 Al other industries

HP.8 Institutions providing health
related services

HP.9 Rest of the world

Thisisafirst approximation of a FAXP table, beforeit is populated. The classifications and headings may
change as more expenditure information becomes available.
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The FA x P Table cont’d

9. Break down FA spending by provider type

(It is not necessary to insert numbers now, just

identify providers)

A Budgetary breakdowns can usually be found for the
major FA’s, e.g., MOH

A If not available, look for survey info

A If no directinfo on breakdown of FA expenditure - use
other estimation methods, e.g., interview an expert
source:

~ Statement such as, “Our health insurance policies only
cover physician services and a small amount of drugs”
can be of tremendous value.

Bullet 1. You find out from the MOH budget sheet that it gives fundsto its hospitals, clinics, etc. List these
providersin thefirst column of the FA x Ptable.

Bullet 2. If difficult to figure out HH, can go to provider hospital and see what service was received by HH.

Bullet 3. Think creatively, if the obvious sources of dataare not available. Interview expertsin the field, consult
industry and professional association reports.

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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The FA x P Table cont’d

10. Classify the list of providers by ICHA code

11. Add newly discovered entities that receive funds
from FA (insert provider rows) if needed

12. Take ROW totals from FS x FA table and place

them as COLUMN “trial sum” totals in the FA x P
table

13. Place the initial reported total estimates at the
end of each provider row

If it isnot possible to break down the expenditure, put in the category “n.s.k” (not specified by kind) inthe
provider axis. This should be the last resort, because putting spending in this category reduces the policy
usefulness of health accounts.

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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The FA x P Table cont’d

14. Consult providers to learn where they claim
their revenue comes from — check against the
FA estimates (columns) to verify that provider
data are accurate
~ ltis very unlikely that the two will match

~ General rule: if two estimates differ by 2 percent (or
more) of THE try to reconcile the estimates

Slideis salf-explanatory
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Question for Class

1la) HH user fees incurred at MOH hospitals are
returned to MOH and not retained by the provider
Ao Where are those fees captured?

»~ HH are FA for the amount of fees
~ Therefore, spending by govt. is net of those fees, e.g.,

~ MOH operates a hospital at a cost of 2500 Cr
~ MOH hospital collects 150 Cr from user fees

~ Therefore, HH as FA would be 150 Cr and MOH
would be FA for 2500 — 150 = 2350

Why are HHs considered to be FA for user feesin this case? Because HHs determine what services those funds
will be used for.

Avoid double-counting!

Thetrainer can keep this exercise optional.

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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Question for Class

1b) HH user fees incurred at MOH hospitals are
returned to MOF and not retained by the
provider
A Where are those fees captured?
~ HH are FA for the amount of fees
»~ Therefore, spending by government is net of those fees,
edg.,
~ MOH operates a hospital at a cost of 2500 Cr
~ MOH hospital collects 150 Cr from user fees

A Therefore, HH as FA would be 150 Cr and MOH
would be FA for 2500 — 150 = 2350

If thisexerciseis confusing to participants, the trainer could illustrate the concept as adiagram on aflip chart.
Producers Guide discussesthisissuein chapter 10.1.5.
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17



Question for Class

1c) HH user fees incurred at MOH hospitals are
retained by the provider

A Where are those fees captured?
» HH are FAs
»~ Considered supplemental to MOH resources given to
provider
» Therefore, no need to subtract the fee amount from the
MOH (FA) amount designated for hospitals

In this case, add the user fees to whatever the MOH has given to the hospital .

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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PG RECOMMENDED Answers to questions la-c

User fees MOH- Private Priv. Private Rest | Row Totals
(150 Cr) Central Firms and Insurance | HH out-of- | of the | and Total
returned to Govt Corp pocket World Expnd.
MOH Expnd. Measures
HPL1MOH | 2500-150= 150 2500
Hospitals 2350
User fees MOH- Private Priv. Private Rest | Row Totals
(150 Cr) Central Firms and Insurance | HH out-of- | of the | and Total
returned to Govt Corp pocket World Expnd.
MOF Expnd. Measures
HPL1MOH | 2500- 150 2500
Hospitals 150=2350
(PG 10.15)
User fees MOH- Private Priv. Private Rest | Row Totals
(150 Cr) Central Firms and Insurance | HH out-of- | of the and Tota
retained by Govt Corp pocket World Expnd.
provider Expnd. Measures
HPL1MOH | 2500 150 2500+150=
Hospitals 2650

Slideis salf-explanatory
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Why Get Functional Level
Information?

A Two functional tables: FA x Fand P x F. This
information is difficult to compile yet relevant for
policymakers

A Policymakers can estimate exactly how the
expenditures are used (tables answer the
guestions):

A How much is being spent on curative care vs.
prevention?
A How much is going towards pharmaceuticals?
A How much is spent on administration?
A How much is spent on maternal and child health?
A These tables need not reflect all health spending

because they measure only specific dimensions
of the health sector

Thetrainer may want to begin by asking the class for the definition of “function.”

Itisdifficult to get datafor this“actor,” primarily because many institutions don’t report in terms of
“functions.” The MOH may simply say all of itsfunds go toward h ospital x and break it down by recurrent vs
capital expenditures. Also, while outpatient and inpatient curative servicesare delivered in hospitals, dataare
difficult to disaggregate based on the hospital records unlessthereisadistinct outpatient clinic withitsown line
items.

Few countriesthat did thefirst round of NHA were able to get to the functiona level of detail. Only 4-5
countries started the table, and only one (Morocco) completedit. The other 3-4 countries did a pie chart that
showed the amounts, but not where they came from.

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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Which Table to Populate? FA x F
or PxF?

Decide to do one or both depending on policy
relevance
A Country X may be more concerned with WHERE the
services are provided. Therefore, the P x F table is
useful
A Country Y may be more concerned with WHO pays for

the various services. Therefore, the FA x F table is
useful

A Both tables are recommended by NHA countries.

Which tableto complete should be alocal decision based on policy relevance.

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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Which Table to Populate? FA x F
or Px F? cont'd

A Access to data and their availability
A How country accounting and payment systems are
set up
A Easier to do FA x Fif payment is made for each
service consumed (such is the case with countries
where social insurance schemes predominate)

A Difficult to do FA x F if public sector budgets are not
allocated by function but by provider

Choice of table also depends on what types of data can be obtained.

Where socia insurance predominates the program reimburses for each service consumed (It does not simply
fund the operating budgets of different providers.) For example, if apatient goesin for ultrasound, the bill
received by insurance company isfor the serviceitself. Therefore, it iseasy to track functional distribution and
their relationship with FA.

Asshown in some of the government records handed out, some governments only capture spending by inputs
such asdrugs or salaries. Therefore, it may be difficult to getaFA x Func breakdown.

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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Which Table to Populate? FA x F or
P x F? cont'd

A Regardless which table is done,
OPERATIONALLY itis likely that one table can’t
be done without working on the other

A Suggest STARTING (not afinal table) by doing a
COMBINATION TABLE - FA x Providers x Functions
A Helpful to piece together all available info

A Helpful in cross-checking accuracy of FAs and
providers estimates with reports of functional
breakdowns

Inthefirst round of NHA, many countries that attempted to do afunctional breakdown just left it asa
combination table.

Start with this combo table that has three dimensions; eventually, you split them.
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Filling out the Combination Table

A Begin by determining the functional breakdown
of FA. Identify what types of functions are carried
out — inpatient, outpatient, dental, etc.

A For FAs that have no existing functional breakdown, it
usually is possible to disaggregate based on provider
type. (This amount will be placed in the FA x Provider
cell)

Previous dlide showswhere to put anumber that doesn't disaggregate further than provider.
For example, MOH (FA) can be broken down by inpatient and outpatient care functions (services).

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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Filling out the Combination Table
cont’d

A Group the identified functions under appropriate
providers (see sample combination table, below).
(Use list of providers from FA x P table)

A Functional breakdown of “single-function” providers
(that offer services in only one NHA functional
classification) is easy, e.g.,

Place full amount spent at pharmacies in “ HC 5.1.
Pharmaceuticals and other non-durables”

Now to the second step of placing the functions under appropriate providers.

To continue the earlier example, the inpatient function under MOH will be placed under MOH hospital
(provider).

Module 2 — Unit 6: Organizing the Data for Filling in the Tables
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Filling out the Combination Table
cont’d

A Functional breakdown of “multifunction” providers
(offer services in more than one NHA functional
classification) is more difficult, e.g.,

» Hospitals that offer inpatient and outpatient services — Do
records distinguish between these functions; if not, check
for specialized cost studies (supplement info with HH
health studies)

~ General and admin expenses usually are difficult to
allocate. Note: admin expenses of a provider do NOT go to

“HC.7 health admin and health insurance.” Rather, they
are included as part of the cost of services provided

Allocate provider general and administrative expensesin proportion to inpatient and outpatient expenditures.
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Sample Combination Table (FA x
Providers and Functions)

Finanding Agent
HF.1111 | HF1113 HF.1.1.2 HF.1.2 HF.211 HF.2.3
Provider and Function - . Government Check against
Miristyof | Minstyof | pobodGot. | NIA gowp  |Houssholas| 7o FAXP
Hedth Defense

insurance

HP1111 MOH general hospitals

HC 1.1 lnpatient Curative
HC.1.3 Qutpatient Curative

HCR.1 Capital Formation
HP1112 MOD hospitals
HC1.1 Inpatient Curative
HC1.3 Outpatient Curative

HCA4 Ancilliary Services
HCR 1 Capital Formation
HP.1113 Regional general hospitals
HC11
HC.13
Total FA spending
Check against FAXP.

The combination table helps becauseit is possible to enter both types of paymentsto providersor for aparticular
service at aprovider. Everything isin one place and easy to organize, or seewhereyou have gaps.

Place all thetotals from the previously done FA x Ptablein the shaded cells. Asyou populate thistable, you
should start to see whether the table has the same totalsasthe previous FAxP table.
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Filling out the Combination Table
cont’d

A ldentify data sources

A When data are available use:
» Social insurance systems
~ Households
~ Donors
~ Other cost studies
A Where data are not available use:
~ Government program budgets
~ Private sector data

Slideis salf-explanatory
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Filling out the Combination Table
cont’d

A Populate the combination table by combining and
reconciling results from the preceding three
steps

A If fully completed:
» Can disaggregate easily into FA x F and P XF tables

A If partially completed

» See which level has most data — FA x F or Px F? Try to
complete that table using various estimation techniques

Slideis salf-explanatory
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Reconciling Data Conflicts

A When estimates for the same cell differ
A Use the 2% of THE rule. If the difference is more than

2%, reconcile the difference; if it is less than 2%, ignore
the difference

A Reconciling the difference

A The difference may be explicable, e.g.,
~ The absence of data from one FA contributed to its
numbers being underestimated

»~ One data source is more reliable
A For large inexplicable differences, thoroughly reexamine
the estimates:
~ Do they measure the same data?
» Do they conform to the same boundaries?
» Do they measure the same time period?
» Is one estimate cash and the other accrual?

If the discrepancy isfor lessthan the 2 percent threshold, itis perhaps not worth spending excessive time on
resolving it. Evaluate if it can be resolved with minimal effort. If not, ignoreit and focus on discrepancies that
are more than the 2 percent threshold.
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Reconciling Data Conflicts, cont’d

A Step back and check whether numbers seem
reasonable

A Avoid double-counting. NHA team should be
vigilant that the same piece of info may be
captured in more than one data source

Double-counting refersto the repetition of the same expenditure amount in more than one cell of atable.
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Reconciling Data Conflicts, cont’d

A Examples of double-counting

A HH surveys may report spending made to certain
providers. However, an employer survey may show that
employers have reimbursed their workers for some of
these expenses

» Care must be taken to avoid counting this money under
both employers and households.

A Insurance expenditures — Firms may make payments to
insurance companies, which make direct payments to
providers

~ Count only ONE of these payment transactions,
(not both firm payment to insurance companies and
insurance payment to provider)

Slideis salf-explanatory

Module 2 — Unit 6: Organizing the Data for Filling in the Tables

32



Unit 7(a):
Susmania Case Study |
Filling in the FS x FA Table

The PHRplus Project is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Sideis self-explanatory
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Objective of Presentation

A Gain practical experience in filling in the FS x FA
table through the Susmania Case Study

Thetrainer should mention that the Susmania Case Study has been adapted from the Appia Case Study in the NHA
Producers’ Guide.
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Overview of Susmania

A Small, low-moderate income country

A Was an autocratic central government; has
undergone some decentralization and reforms

A Has a new government with prime minister and
several ministries

A Currency is the “cruton” (Cr)

Sideis self-explanatory
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Government Structure
Relating to Health

A Central Govt.: MOF, MOH, MOE, MOD, National
Insurance Agency (NIA)
A Parastatal: AZap, country’s electric utility

A Local Govt.: Established in 4 regions; has own
taxing authority; regional tax revenue
supplemented by central government

NIA responsible for admin National Health insurance

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table




Health System Structure

A Most hospitals and polyclinics are govt. owned

a Primary care clinics and hospitals are owned and operated by
regional government

a Secondary, tertiary hosp & clinics owned and operated by MOH

A MOD owns and operates its own hospitals for
military personnel and their dependents

A Some new private hospitals and clinics have
emerged as a result of the reforms

A Interior region has heavy reliance on traditional
healers

A Few employers have on-site clinics for workers

A Most outpatient drugs bought from community
pharmacies

Sideis self-explanatory
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Health System Structure cont’d

A Health Insurance: Entire population is covered by NIA
a NIA-is financed by
~ Payroll taxes
~ MOH payments (budget transfers)
» Co-payments
a NIA covers services provided at govt. facilities only
A Employers offer supplemental insurance to cover co-
payments and care administered at non-govt. facilities

A Individuals may purchase their own supplemental
insurance
A External Assistance:

a Local NGO facilities financed through donor funds.
A Have foreign donors such as MSF, Red Crescent, Project Hope

Sideis self-explanatory
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Policy Motivation for NHA

1. To provide reports to international lenders to
evaluate efficiency of loans

2. To respond to WHO about health statistics
To understand the effectiveness of reforms
4. To determine the role of NIA in the health sector

w

Sideis self-explanatory
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FSXFA Table for Susmania

As a Susmania NHA team member, you have just completed the 4
initial steps (1. Start in the middle, 2. Identify FAs, 3. Type of
expenditure, 4. Estimate amounts for each FA)

NHA Code Entity Expenditure Amount
HF1.111 MOH 32096
HF.1.112 MOE 329
HF.1.113 MOD 635
HF.1.1.2  Regiona government 21015
HF.1.2 NIA 60837
HF.2.1.1  Government employeeinsurance programmes 563
HF.2.1.2  Private emplover insurance programmes 2130
HF.2.2 Private insurance enterprises(other than social insurance) 3280
HF.2.3 Private households out-of-pocket payment 82092-90.734
HF.2.4 NGOs 2388
HF.2.5.2  Private nonparastatal firms and corporations (other than hedlth insurance 3024
HF.25.1 Parastatal companies(Azap) 1905
HE3 Rest of theworld 599

Mention Direct Transfers.
Mention the “National Categories’ addition under the ICHA term of “ Central Gowvt.”

Trainer: youwill now refer to the FSx FA exercise handout ‘ starting point’ table. Y ou should tell the classthat the FA
totalsin thisslide have already been entered into this shell by the NHA team.

Trainer: you can pass out the answer sheets as they complete the questions or you can fill out the answers on
transparencies and pass out the answers asa set at the end of t he exercise.
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Starting point
Financing Sources
FS.1 Public Funds FS.2 Private Funds FS.3Rest of
FS.111 Fs21 FS.2.2 the World
Central government Employer Household Funds
Financing Agents revenue Funds Funds Total
HF.1.11.1 MOH 32,096
HF.1.1.12 MOE 329
HF.1.1.1.3 MOD 635
HF.1.1.2 Regional government 21,015,
HF.12 NIA 60,837
HF.2.1.1 Government employee 563
insurance programmes
HF.2.1.2 Private employer 2,130
insurance programmes
HF.2.2 Private insurance enterprises 3,280
(other than social insurance)
HF.2.3 Private households' 82,092-
out-of-pocket payment 90,734
HF.24 NGOs 2,888,
HF.2.5.2 Private firms 3024
HF.2.5.1 Parastatal companies (Azap) 1,905
HF.3 Rest of the world 599
Trial Sum
Estimated Total

Sideis self-explanatory
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Exercise

A Start to disaggregate FA spending by sources:
A Public funds, private funds, rest of the world funds

A 1) Begin with govt. FAs:
~ MOE and MOD get their funds only from MOF

~ MOH gets its funds from only two sources: MOF and donors
Donors gave 1,538 Cr to MOH

~ What cells can you fill in for the MOE, MOD, and MOH based on
the above information?
A 2) MOH is usually a FA but can be a source; e.g., it gives
grants to regional govt. (986 Cr) and to NIA (1,106 Cr)
~ Where do you account for the grants funds?
»~ How do you reduce the FA figure for MOH total?
» Fill'in the remaining POSSIBLE cells for MOH as a FA

1a) For the MOE and MOD cells:
Since you know that MOE and MOD get their funds from only one source, you can repeat their row totalsin the Central
Govt. x MOE and the Central Govt. x MOD cells.
Place 329 for MOE in the Central Govt. x MOE cell
Place 635 for MOD in the Central Govt. x MOD cell
For the MOH cells:
Since you know that donors gave 1538 Cr to MOH, you can place this amount in the Rest Of World x MOH cell.
Since you a so know that MOH getsits funds from only two sources, it follows that the remaining funds[MOH total

(32096) — amount given by donors (1538)= 30558] received by the M OH should be placed in the Central Govt. x MOH
cell (30558).
2 a) Sincethe MOH inthiscaseisasource of funds, you need t o create a second column within Central Govt. Revenue.
This second column will be“S.1.1.2 MOH” and thefirst column will be S.1.1.1 MOF (make sure that the numbers from
thefirst question are placed in this column).

Place the 986 amount for grantsin the MOH x Regional Gov. Cell

Place the 1,106 amount for grantsinthe MOH x NIA cell
2b) Intheorigina list of total expendituresfor each stakeholder, the MOH reported that it expended 32096 Cr. This
amount was automatically allotted to the row total cell for MOH asaFA. However, because the MOH also started to act
asasource, therow total for MOH asaFA hasto bereduced. You will need to subtract this expenses as a source
(986+1106=2092) from the 32096 amount. Therefore, the new MOH FA total is 32096-2092 = 30004.
2c¢) With the new total for MOH asaFA, the previously estimated amount (estimated by subtracting MOH row total —
row amount) for MOF x MOH will have to be adjusted. Use the new MOH row total and subtract the row amount;
therefore, 30004- 1538= 28466.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table 10




Financing Sources

FS.1Public Funds FS.2 Private Funds FS.3 Rest
FS.1.1.1 Fs21 FS.2.2 of World
Central govt. Employer Household Funds
Financing Agents Revenue Funds Funds Total
FS.1112
FS.1.1.1.1 MOF MOH

HF.1.1.1.1 MOH 28,466 1,538 30,004
HF.1.1.1.2 MOE 329 329
HF.1.1.1.3 MOD 635 635
HF.1.1.2 Regional government 986 21,015
HF.12 NIA 1,106 60,837
HF.2.1.1 Government employee 563
insurance programmes

HF.2.1.2 Private employer 2,130
insurance programmes

HF.2.2 Private insurance enterprises 3,280
(other than social insurance)

HF.2.3 Private households' 82,092-|
out-of-pocket payment 90,734
HF.2.4 NGOs 2,888
HF.2.5.2 Private firms 3,024
HF.2.5.1 Parastatal companies Azap) 1,90&
HF.3 Rest of the world 599

Trial Sum

Estimated Total

Sideis self-explanatory

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Exercise

3. Your team finds that MOH reimburses 11,772 Cr to regional
govt. for its hospitals services provided to unemployed
people (on behalf of the MOH). Regional governments get
their health funds from regional taxes and from the MOH

A a) Which is the financing agent in this case? The MOH or the
regional govt.?

A b) This amount (11,772 Cr) has been double-counted: once
with the MOH and once with the regional govt. How do you
eliminate the double-counting from regional govt.?

a C) With the remaining amount for the regional govt. (i.e., not
allocated to grants or reimbursements), where do you place
that number?

MOH asasource or FA (depending on who has programmatic control)

3a) MOH — The MOH actually controls where the money is used. The regional govt hospital is merely a conduit or tasked
todoavery specificjob of the MOH.

3b) Trainer: should ask the classif they can see why this amount hasbeen double-counted. A class member should
explain why to therest of the group. subtract 11772 from the origina, regional tota (21015 Cr - 11772)= 9243.

3c) Trainer: you should restate that regional governments receive their funds only from two sources: their regional taxes
& the MOH grants (see question 2). The class should now figure o ut where the remaining amount should be placed to
complete the regional government row. Create a‘source’ column for the remaining amount (amount generated by local
taxes): 9243-(986)=8257.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table 12



Financing Sources

FS.1 Public Funds FS.2 Private Funds [FS.3 Rest of
FS.111 FS.11.2 FS2.1 FS.2.2 the World
Central government Regional Employer Household Funds
Financing Agents revenue Government Revenue Funds Funds Total
FS.1.1.1.1 MOF | FS.1.1.1.2 MOH
HF.1.1.1.1 MOH 28,466 1,538 30,004
HF.11.1.2MOE 329 329
HF.1.1.1.3MOD 635 635
HF.1.1.2 Regional government 986 8,257 9,243
HF.12NIA 1,106 60,837
HF.2.1.1 Government employee 563
insurance programmes
HF.2.1.2 Private employer 2,130
insurance programmes
HF.2.2 Private insurance enterprises 3,280]
(other than social insurance)
HF.2.3 Private households' 82,092-|
out-of-pocket payment 90,734
HF.24NGOs 2,888
HF.2.5.2 Private firms 3,024
HF.2.5.1 Parastatal companies (Azap) 1,905
HF.3 Rest of the world 599
Trial Sum

Estimated Total

Sideis self-explanatory
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Exercise

4. NIA

a. Where would you put “interest income” (566 Cr), which
is used to help pay the benefits and admin. expenses
provided by the NIA?

b. NIA does not have records on what proportion is
received from employers and employees. However, you
learn that the norm in the public sector is a ratio of
3:1lemployers to employees. Allocate the remaining
amount between employers and employees (excluding
the interest income and the MOH grant). Note this is an
ESTIMATE

44q) Create another “other” category within public sources columns (FS 1.2 other public funds). The interest incomeis
included because it is used for health benefits of beneficiaries (i.e., it isahealth expenditure).

4b) 60837-(1106+566)=59,165/4 = 14,791-employee contributions/househol ds.
Therefore, employer fundswill be: 14791x3=44,374.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Financing Sources

FS.1Public Funds FS.2 Private Funds FS.3 Rest of
FS.111 FS.112 FS.1.2 FS.2.1 FS22 the World
Central govt. Regional Other Public Employer Household Funds
Financing Agents Revenue it Funds Funds Funds Total
FS.1.112
FS.1.1.1.1 MOF MOH

HF.1.1.1.1 MOH 28,466 1,538 30,004/
HF.1.1.1.2 MOE 329 329
HF.1.1.1.3 MOD 635 635
HF.1.1.2 Regional government 986 8,257 9,243
HF.1.2NIA 1,106 566 44,374 14,791 60,837
HF.2.1.1 Government employee 563
insurance programmes

HF.2.1.2 Private employer 2,130
insurance programmes

HF.2.2 Private insurance enterprises 3,280
(other than social insurance)

HF.2.3 Private households’ 82,092-
out-of-pocket payment 90,734
HF.2.4NGOs 2,888
HF.2.5.2 Private firms 3,024
HF.2.5.1 Parastatal companies (Azap) 1,905
HF.3 Rest of the world 599

Trial Sum

Estimated Total

Sideis self-explanatory
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Exercise

5. Government employer insurance programmes
(GEIP)

(an insurance program for government
employees ONLY), receives funds from the
government and employees

Ao GEIPis unable to distinguish between employer and
employee contributions. How would you distribute its
total of 563Cr?

Ao Therules governing the fund state that 25% of funds
be collected from employees and the remainder from
the employer

5) GEIP multiply 0.25x563= 141= Employee contribution; and 0.75x563=422= Employer contribution
The government can be the private employer in this case.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Exercise

6. Private employer insurance programmes (PEIP)
Ao PEIPis also unable to distinguish between employer
and employee contributions. How would you
temporarily allocate its total of 2,130 Cr?
7. What source finances private individual
insurance (3280 Cr) and where would you place

this amount?

Note that the employer: employee contribution ratio of 3:1isonly for public sector. Such aratio for private sector is
unknown, so for now we distribute Cr 2130 between employers andemployee/HH as‘x’ and ‘2130 — X

6) Place 2130-x in the HH x Private Employer Insurance cell
Placethe ‘x’ in the Employer x Private Employer Insurance cell. Thisisatemporary measure.
7) Place 3280 in HH x Private Individual Insurance cell.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Financing Sources |
FS.1Public Funds FS.2 Private Funds FS.3 Rest |
FS111 FS.1.1.2 FS.12 FS21 FS.2.2 of the World
Central Government Regional Other Public Employer Household Funds
Financing Agents Revenue Government Revenue Funds Funds Funds Total
FS.1.112
FS.1.1.1.1 MOF MOH
HF.1.1.1.1 MOH 28,466 1,538 30,004
HF.1.1.1.2 MOE 329 329
HF.1.1.1.3 MOD 635, 635
HF.1.1.2 Regional government 986 8,257 9,243
HF.1.2 NIA 1,106 566 44,374 14,791 60,837
HF.2.1.1 Government employee 422] 141 563
insurance programmes
HF.2.1.2 Private employer X| 2,130-x| 2,130
insurance programmes
HF.2.2 Private insurance enterprises 3,280 3,280
other than social insurance)

HF.2.3 Private households' 82,092-
out-of-pocket payment 90,734
HF.24 NGOs 2,888]
HF.2.5.2 Private firms 3,024/
HF.2.5.1 Parastatal companies (Azap) 1,905
HF.3 Rest of the world 599
Trial Sum
|Estimated Total

Sideis self-explanatory
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Exercise

8. Your team now finds that the household survey
figure for insurance spending varies significantly
from the estimates reported by the insurance
companies (just entered in previous questions)
Ao The HH Survey reports:

14,000 Cr to NIA

2,200 Cr to Private Employer Insurance Programmes

3,450 to Private Individual Insurance

What should you do with these conflicting estimates?

4

>

4

8) Technique for dealing with two conflicting estimates. For now, place the HH estimatesin same cell as previous
insurance estimates and come back later to reconcile the differences.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Financing Sources

FS.1Public Funds

FS.2 Private Funds

FS1.11 FS112 FS12 FS21 FS22 |FS.3 Rest of
Central Government Regional Other Public Employer Household |the World
Financing Agents Revenue Government Revenug] Funds Funds Funds Funds Total
FS.1.1.1.1 MOF |FS.1.1.1.2 MOH|

HF.1.1.1.1 MOH 28,466 1,538 30,004

HF.1.1.1.2MOE 329 329

HF.1.1.1.3MOD 635 635

HF.1.1.2 Regional government 986 8,257 9,243

HF.12 NIA 1,106 566 44,374 14,791 60,837
(14,000)h|

HF.2.1.1 Government employee 422 141 563

insurance programmes

HF.2.1.2 Private employer X| 2130-x| 2,130

insurance programmes (2,200)h

HF.2.2 Private insurance enterprises 3280 3,280

(other than social insurance) (3,450)h

HF.2.3 Private households' 82,092+

out-of-pocket payment 90,734

HF.24 NGOs 2,888

HF.2.5.2 Private firms 3,024

HF.2.5.1 Parastatal companies (Azap) 1,905

HF.3 Rest of the world 599

Trial Sum

Estimated Total

Sideis self-explanatory
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Exercise

9. NGOs
o Receive 1,653 Cr from donors
A Receive 1,235 Cr from local philanthropy
o Enter these estimates in the table

9a) enter 1653 in the FS.3 Rest Of World x HF2.4 NGOs cell.
9b) enter 1235 in the FS.2.3 Non-profit ingtitutions serving individuals x HF2.4 NGOs cell.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Financing Sources

FS.1 Public Funds FS.2 Private Funds
FS.111 FS.1.1.2 FS.1.2 FS21 FS.2.2 Fs23 [FS.3Restof
Central Government Regional Other Public Employer Household Non profit |the World
Financing Agents Revenue t Revenue Funds Funds Funds Funds Total
FS.1.1.11 MOF _|FS.1.1.1.2 MOH

HF.1.1.1.1 MOH 28,466 1,538 30,004

HF.1.1.1.2 MOE 329 329

HF.1.1.1.3 MOD 635} 635)

HF.1.1.2 Regional government 986} 8,257 9,24

HF.12 NIA 1,106 566 44,374 14,791 60,837
(14,000)h

HF.2.1.1 Government employee 422 141 563

insurance programmes

HF.2.1.2 Private employer X 2130-x 2,13

insurance programmes (2,200) W

HF.2.2 Private insurance enterprises 3280 3,28

(other than social insurance) (3450)h

HF.2.3 Private households' 82,092

out-of-pocket payment 90,734

HF2.4 NGOs 1,235 1,653| 2,88

HF.2.5.2 Private firms 3,029

HF.2.5.1 Parastatal (Azap) 1,904

HF.3 Rest of the world 599

Trial Sum

|Estimated Total

Sideis self-explanatory
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Exercise

10. Resolving the distribution ratio of private
insurance between HH and employers (x)
Ao A survey of employers provides a second estimate of
premiums paid to private insurance and also provides

the employer/employee split of those premiums
(1/3 employer / 2/3 HH)

10) For employers, 2130/3=710, for employees 2130-710=1420. Because at this stage we do not know whether this
survey is more accurate than the HH survey, both the HH survey and firms estimates arein the same cell.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Exercise

11. Simple data entry

Ao AZap reported getting its entire (1905 Cr) funds from its
own profits

Firms spend 3024 Cr in their own facilities

MSF (donor) funds its own facilities at an expense of
599Cr

Ao Where do you enter these amounts?

11a) 1905 Cr is placed in the Employers (FS.2.1) x Parastatals (HF.2.5.1) cell. Some countries may prefer to place
parastatals asasource separately under public funds.

11 b) 3024 is placed in the Employer Funds (FS.2.1) x Private Firms (HF.2.5.2) cell.
11c) 599 is placed in (FS.3) Rest of World x Rest of the World (HF.3) cell.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Exercise

12. Starting the reconciliation process
a. Do atrial sum of the columns
b. After doing the trail sum you learn that another
estimate for the total amount financed by donors (as

sources) is 8180 Cr.
Place this in the “estimated total” row

Reconciliation process= do a“trial sum” row and a“estimated total” row.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Financing Sources

ES.1 Public Funds ES.2 Private Funds FS.3 Rest of
FS.111 Fs.11.2 FS.12 Fs.2.1 Fs.2.2 Fs.2.3 the World
Central Government Regional Other Public Employer Household Non-profit Funds
Financing Agents Revenue Government Revenue)| Funds Funds Funds Institutions Total
FS1112
FS.11.1.1 MOF MOH
HF.1.1.1.1 MOH 28,466 1,538 30,004
HF.1.1.1.2MOE 329 329
HF.1.1.1.3MOD 635 635
HF.1.1.2 Regional government 986 8,257 9,243]
HF.12 NIA 1,106 566 44,374 14,791 566 60,837
(14,000)h
HF.2.1.1 Government employee 422 141 563
insurance programmes
HF.2.1.2 Private employer 710 1,420 2,130
insurance programmes (2,200) hf
HF.2.2 Private insurance enterprises 3280 3,280
(other than social insurance) (3450)h
HF.2.3 Private households' 82,092
out-of-pocket payment 90,734
HF.2.4 NGOs 1,235 1,653 2,888
HF.2.5.2 Private firms 3,024 3,024/
HF.2.5.1 Parastatal companies (Azap) 1,905, 1,905
HF.3 Rest of the world 599 599
Trial Sum 29,430 2,092 8,257 566 50,435 2 1235 3,790]
Estimated Total 8,180

Sideis self-explanatory
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Exercise

13. To reconcile amounts

A You learn that the NIA report is more reliable than HH
survey estimate because it has rigid accounting
systems

Ao What estimate should you keep?

A You also learn that the insurance firm surveys have a
higher response rate than the HH survey and therefore
are more reliable

Ao What estimate should you keep?

13a) Keep the NIA estimate of 14791 (FS.2.2 HH x HF.1.2 NIA cell) and 3280 (FS.2.2 HH x HF.2.2 Private Individual
Insurance cell)

13b) Keep the 710 (FS2.1 Employer x HF.2.1.2 PEIP) and 1420 (FS2.2 HH x HF.2.1.2 PEIP)

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Exercise

13. To reconcile amounts (cont’d)

Ao The NHA team finishes analysis of Susmania’s HH
survey! This causes great joy and the team proclaims
that HH out-of-pocket contributions were 86,413 Cr.
How Convenient! Enter this amount in the appropriate
place

A After re-examining the donor expenditure amount (8180
Cr), you learn that the estimate includes food and
sanitation expenditures. Which estimate should you
take (8180 Cr or the trial sum estimate)?

13c) Thisissimple data entry. Enter 86413 in the FS.2.2 HH x HF.2.3 HH cell.

13d) Keep the 3790 estimate because food and sanitation expenses are health care related expenditures and not direct
health expenditures.

Module 2 — Unit 7(a): Susmania Case Study | — Filling in the FS x FA Table
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Exercise

14. Next Step

o DO ROW AND COLUMN TOTALS ADD UP (to the same
number)?

Sideis self-explanatory
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Financing Sources

FS.1 Public Funds ES.2 Private Funds FS.3 Rest of
FS.1.11 FS.1.12 FS.1.2 FS21 FS21 FS23 the World
Central Government Regional Other Public Employer Household Non-profit Funds
Financing Agen Revenue Government Revenue] Funds Funds Funds Institutions Total
FS.1111MOF | FS.1.1.12 MOH
HF.1.1.1.1 MOH 28,466 1,538 30,004
HF.1.1.1.2 MOE 329 329
HF.11.1.3MOD 635 639)
HF.1.1.2 Regional government 986 8,257 9,243}
HF.1.2NIA 1,106 566 44,374 14,7914 60,837
HF.2.1.1 Government employee 422 141 563
insurance
HF.2.1.2 Private employer 710 1,420) 2,130}
insurance programmes
HF.2.2 Private insurance enterprises 3280] 3,280}
(other than social insurance)
HF.2.3 Private households' 86,413] 86,413
out-of-pocket payment
HF.2.4NGOs 1,235 1,653 2,888
HF.2.5.2 Private firms 3,024 3,024
HF.2.5.1 Parastatal companies (Azap) 1,905 1,905
HF.3 Rest of the world 599 599
Trial Sum 29,430 2,092 8,257 566 50,435 106,045 1235 3,790] 201,850]
Estimated Total 8,180

Sideis self-explanatory
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Unit 7(b):
Susmania Case Study Il
Interpreting Survey Data

for Filling in the FA x P Table

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Slideis sdlf-explanatory

Module 2 — Unit 7(b): Susmania Case Study Il — Interpreting Survey Data for Filling in the FA x P Table



Objective of Presentation

A Be able to sort through responses on NHA
guestionnaires and determine which ones are
relevant to the Financing Agent x Provider table

Thetrainer should ask the classto refer to the Susmania questionnaire handouts. Again, these handouts are
adapted from those printed in the NHA Producers' Guide.

Module 2 — Unit 7(b): Susmania Case Study Il — Interpreting Survey Data for Filling in the FA x P Table
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Table 2: Allocation to Health Care Providers by Payers/Purchasers:

FAX P
HF.A Public Sectol HF.B Non Public Sector
HF1.1:Territorial Government
HF2.1.2
HF.111 |HF1.1.2| HF1.13 | HF1.2 | HF21.1 HF.2.5.1 JHF.25.2 &HE2.2 HF 23 | HF 24 HF 3
Private
. . Row Totald
Central St;te/ | chgl/ | SOC@ I?suran\ie Parastatal i Prlvatz Priv. HH ?m' NPISH* R‘:hSt of and Total
govt. |Provincial | municipal security |  for goy Companie] ™S 818 | e rance of- e Exp.
govt. govt. funds | Employees Corp. pocket world M
exp, easures

HP 1 Hospitals
HP2 Nursing and
Residential care
facilities

HP 3 Providers of
Ambulatory Health
Care

HP 4 Retail sale
and other
providers of
medical goods
HP 5 Provision
and administration
of public health
programs

HP 6 General
health
administration and
insurance

HP 7 All other
industries (rest of
the economy)

HP 8 Institutions
providing health
related services
HP 9 Rest of the
world

Column totals

Reminder of what aFA x Ptablelooks like and what types of NHA datayou will need to enter after interpreting
the datafrom the surveys.

*NPISH = Non-Profit Institutions Serving Households.
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Exercise for FA X P

Look at Health Insurance Questionnaire (Exhibit 7b.1)
la) Classify the "bold-type" terms into ICHA codes

1b) As you can see from the above table, the
insurance firms were not able to disaggregate
benefits between "Group" and "Individual"
policy - holders. How would you separate the
amounts?

The Trainer will hand out sample surveysthat illustrate aggregate spending for a particular health care entity,
e.g., for firms. Inthefollowing exercises participants will be asked to interpret the raw numbers from the
surveys and explain how they relate to the FA x Ptable.

It would be useful for the trainer to write the answers on the flip chart asthey are discussed.
(Note: in the survey handouts, the crosses=circles)

1a) HP. 1.1.2 Private general hospitals; HP.1.1.2.1 private for-profit genera hospitals, HP.1.1.2.2 private not-
for-profit general hospitals

HP.3.4.5 All other outpatient multispeciaty and cooperative service centers;, HP 3.4.5.1 Private for-profit health
centers, HP 3.4.5.2 private not-for-profit health centers

1b) The distribution of members enrolled in group policiesand private policiesis 32% and 68%
We usethisratio to distribute the private hospital and clinic disbursements

Private for-profit hospital: 39.36 = 0.32x123 for group and 83.64 for individual

Other private forprofit health centers. 69.12 for group; 146.88 for individual

Privatenon-profit hospitals: 140 for group and 297 for individual

Other privatenon-profit health centers: 326.4 for group and 69.3 for individual

Module 2 — Unit 7(b): Susmania Case Study Il — Interpreting Survey Data for Filling in the FA x P Table



Exercise cont'd

Look at Employer Survey (Exhibit 7b.2)

2a) Which of the two expenditure estimates
provided in this survey, should be placed in the
FA x P table?

2b) How would you classify it (as a provider)? What
ICHA codes would you use?

2a) 3024, because this expenditure is the amount the firm spent on on-site health services. SothefirmisaFA.

2b) For this question the class will need to examine the survey to see what types of health services a company
providesinitson-site facilities. Welearn that the company provides outpatientcare on-site. Therefore, the
classification isHP 3.4 OR HP.3.4.5 All other outpatient multi specialty and cooperative service centers.

Module 2 — Unit 7(b): Susmania Case Study Il — Interpreting Survey Data for Filling in the FA x P Table
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Exercise cont'd

Look at External Aid (Exhibit 7b.3)

3a) Which of the expenditures shown in the survey
would be placed in the FA x P table?

3b) How would you classify it?

3a) To answer this question, the classwill need to examine all of the listed expenditure types and determine
where the money is coming from and where it isgoing. Only amounts given to aprovider will be placed inthe
FA x Ptable. Answer: General hospital (599)

3b) HP.1.1.2.1 NGO hospital, thisis assuming that HP1.1.2 refers to private general hospitals (HP1.1.1. would
be public hospitals)

Module 2 — Unit 7(b): Susmania Case Study Il — Interpreting Survey Data for Filling in the FA x P Table
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Exercise cont'd

Look at Exhibit 7b.4

4a) Which of the categories of expenditures can be
placed in the FA x P table?

4b) You've learned from patient admission records
that HHs visit private clinics as opposed to
public clinics in aratio of 3:2 and that they visit
private hospitals vs. public hospitals in a ratio
of 2:3

A How would you distribute the co-payments in

hospitals and polyclinics between public and private
facilities?

43) Thisisagood exerciseto do in order to distinguish between different expenditure transactions that may fit
intothe NHA format, i.e., all transactions except payment to NIA and private medical insurance payments.

4b) The purpose of thisquestionisto seethevalue of utilization datain making estimates about expenditures
when:

For Clinics. private 3: public 2

11965 (co-paymentsat polyclinic) / 5= 2393

In order to get private expenditures. 2393 x 3= 7179
In order to get public expenditures: 2393 x 2 = 4786

For Hospitals: private 2: public 3

13643 (co-payments made at hospitals) / 5 = 2728.6;

In order to get private expenditures: 2728.6 x 2 = 5457.20
In order to get public expenditures: 2728.6 x 3 = 8185.80

Module 2 — Unit 7(b): Susmania Case Study Il — Interpreting Survey Data for Filling in the FA x P Table

7






Unit 7(c):
Susmania Case Study Il
Filling in the FA x Func

and P x Func Tables

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Slideis self-explanatory
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Objective of Presentation

A Gain practical experience in filling in the FA x
Func and P x Func tables

Note: this is not a continuation of the previous Susmania
exercise and new expenditure estimates are used

Slideis self-explanatory
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Exercise

A The NHA team finds that it would be easier to
start this estimation by attempting a “Financing
Agents x Provider and Function” combination
table

A The first step is to organize the general row and
column headings. (This has already been done
for you). Also, some additional data are included

Mention that the FA x P table was not donein the previous Susmania case study exercises.

Module 2 — Unit 7(c): Susmania Case Study Ill — Filling in the FA x Func and P x Func Tables



Exercise

Regional General |Households NIA Govt. Employee
Hospital Insurance Program
Inpatient 0 9422 60

Outpatient 201 4640 49

Total 201 14,062 109

You receive the above data and know that these
numbers should be placed in the table. To your
surprise, you learn that this has already been done
for you (by the NHA fairy!)

Seetable

Module 2 — Unit 7(c): Susmania Case Study Ill — Filling in the FA x Func and P x Func Tables



Worksheet

Susmania Case Study Ill - NHA Combined Table of Financing Agent by Providers and Function

Provider and Function

Financing Agent

HF.1.1.1.1

Ministry of
Health

HF.1.1.1.3 | HF.1.1.2 | HF.1.2

Ministry of |Regional

Defense Govt.

NIA

HF.2.1.1
Government
Employee
Insurance
Programme

HF.2.3
Private
Household
Out-of-
pocket

Total

Check
against
FAX P

HP.1.1.1.1 MOH general hospitals

HC

HC

HC

HC

HC

HP.1.1.1.2 MOD hospitals

HC

HC

HC

HC

HC

HC

HP.1.1.1.3 Regional general hospitals

14,062

109

201

HC.1.1 Inpatient Curative

9,422

60

HC.1.3 Outpatient Curative

4,640

49

201

Total FAspending

0] 14,062

109

201

Check against FAXP

Slideis self-explanatory
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Exercise cont'd

A NHA team is magically handed the expenditure
totals for FA and providers (usually this would be
obtained after completing FA x P table)

A Place these totals (as seen on the next slide) in
the appropriate cells on your combination table
shell

Slideis self-explanatory
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Exercise cont'd

1. The totals for Financing Agents

NHA Code Entity Expenditure Amount
HF.1.1.11 MOH 7,839
HF.1.1.1.3 MOD 8,569
HF.1.1.2 Regiond government 41
HF.1.2 NIA 20,802
HF.2.1.1 Government Employee Insurance 109
HF.2.3 Household out-of -pocket 308
TOTAL 37,668

The totals for providers

HP.1.1.1.1 MOH General Hospitds 9,387
HP.1.1.1.2 |Minigry of Defense Hospitals 8,569
HP.1.1.1.3 | Regiona Generd Hospitas 19,712

TOTAL 37,668

Note: Thiscase study presents an abbreviated version of the possible table for Susmania asit does not include
traditional healers, employer clinics, pharmacies, and donor hospitals.
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Question 1

Susmania Case Study Ill - NHA Combined Table of Financing Agent by Providers and Function

Financing Agent

HF.1.1.1.1 | HF.1.113 | HF.112 HF.1.2 HF.2.1.1 HF.2.3
- ) Government | Private Check
Provider and Function Ministry of | Ministry of | Regional Employee | Household Total against FA
Health Defense Govt. NiA Insurance out-of- x P
Programme pocket
HP.1.1.1.1 MOH general hospitals 9,387
HC
HC
HC
HC
HP.1.1.1.2 MOD hospitals 8,569
HC
HC
HC
HC
HC
HC
HP.1.1.1.3 Regional general hospitals 14,062 109 201 19,712
HC.1.1 Inpatient Curative 9,422 60
HC.1.3 Outpatient Curative 4,640 49 201
Total FA spending 0 [q Y 14,062 109 201 0 37,668
Check against FAXP 7,839 8,569 41 20,802 109 308 37,668

Slideis self-explanatory
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Exercise

2. MOH general hospital records state the following
totals (for all MOH hospitals combined):

~ General administrative expenses (3,676 Cr). You learn that
the GA estimate includes capital formation of 717 Cr

~ TOTAL inpatient expenditures were 4,693 Cr
~ Outpatient Care 1,018Cr
A How will you allocate these estimates in the table?
a) Where does the capital formation estimate go?
b) How do you handle GA estimate?
c) Finally, input inpatient and outpatient estimates

Remember that you are looking at provider records for total amounts (includes contributions from all relevant
FAS).

2a) The 717 Cr estimate refersto capital formation; isthisaprovider or afunction category? Answer: function.
Therefore, first classify it as: HCR.1 Capitd formation (list thisunder provider). So the 717 Cr goesto the
Column Total x MOH Hospital Capital formation cell. The trainer should mention that at this stageit is not
known where the hospital isreceiving itsfunds, so the estimates need to be placed at the row totals cell.

2b)Therefore, GA expenses are 3676-717= 2959; but how do you classify GA expenses? In NHA, GA experses
don't have aseparate category. Administrative expenses of aprovider are not alocated to Function HC.7
(Health admin and health insurance), which only includes expenses related to MOH at the central and provincial
level (not provider!). Rather, the 2959 isincluded as part of the cost of services provided.

The 2959 GA estimate hasto be allocated to inpatient and outpatient expenditures:

Y ou learn that inpatient spending is 82.2% of total spending (inpatient + outpatient only (4693 +1018=5711) at
MOH hospitals (4693/5711); therefore the GA amount that is added to the inpatient spending is 0.822x 2959 =
2432. So total Inpatient= 2432+4693= 7125.

Outpatient spending is 17.8% of total spending (inpatient +outpatient only) at MOH hospitals (1018/5711);
therefore the GA amount that is added to outpatient spending is0.178 x2959= 527. So total Outpatient= 527 +
1018 = 1545,

Remember to classify and add lines for inpatient and outpatient categories. Inpatient isHC 1.1 and therefore the
7125 amount needs to be placed in the “total x MOH Hospital Inpaient cell.” Outpatient isHC 1.3 and therefore
the 1545 number should be placed in the “total x MOH Hospital outpatient cell.”
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Susmania Case Study Il - NHA Combined Table of Fingncinq Agent by Providers and Function

Financing Agent

HF.1.1.1.1 HF.1.1.1.3 | HF.1.12 HF.1.2 HF.211 HF.2.3
Provider and Function Government Private Check
Ministry of | Ministry of | Regional NIA Employee | household | Total |against FA
Health Defense Govt. Insurance out-of- x P
Programme pocket
HP.1.1.1.1 MOH general hospitals 9,387 9,387
HC.1.1 Inpatient Curative 7,125
HC.1.3 Outpatient Curative 1,545
HC.R.1 Capital Formation 717
HP.1.1.1.2 MOD hospitals 8,569
HC
HC
HC
HC
HC
HC
HP.1.1.1.3 Regional general hospitals 14,062 109 201 19,712
HC.1.1 Inpatient Curative 9,422 60|
HC.1.3 Outpatient Curative 4,640 49 201
Total FA spending 0] 0| 0 14,062 109 201 9,387] 37,668
Check against FAxP 7,839 8,569 41 20,802 109 308] 37,668

Slideis self-explanatory
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Exercise

3. Interms of Financing Agents that contribute to
MOH hospitals

a. You learn from the household survey that households
pay 107 Cr at MOH hospitals and the full amount goes
to co-payments for outpatient care
Where do you place this estimate in your table?

b. You learn that NIA has reimbursed the MOH for
services incurred by NIA’s beneficiaries. NIA's total
payment to MOH is 6,740 Cr and 88% of this amount
goes to Inpatient Curative and remainder to Outpatient
Curative
~ Place NIA’s functional contribution to MOH hospitals in

the appropriate cells of the table

3a) Place 107 in HH x MOH Outpatient cell.

3b) NIA’s reimbursement for Inpatient Curative is 0.88 x 6740 = 5931. Place this number inthe NIA x MOH
Inpatient cell.

NIA’s reimbursement for Outpatient Curative is 0.12 x 6740 = 809. Place this number in the NIA x MOH
Outpatient cell.

Module 2 — Unit 7(c): Susmania Case Study Ill — Filling in the FA x Func and P x Func Tables
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Exercise

3c) You learn that the only other contributor to MOH
facilities is the MOH itself
A What is the MOH share of expenditures going to its
hospitals?
A And what is the subsequent functional breakdown?

You learn that MOH contributes the full capital
formation costs for its facilities

Check to see that the rows add up for MOH hospitals

3c. Tofigure out MOH share: Take row totals and subtract HH and NIA contributions.
Therefore, thetotal amount contributed by MOH = 9,387- (107+6740) = 2540.
The MOH contribution to inpatient curative = 7125- (0+5931)= 1194 (in MOH x MOH inpatient cell).

The MOH contribution to outpatient curative = 1545- (107+809)= 629 (in the MOH x MOH outpatient cell).
Place the 717 amount in the MOH x MOH HCR 1 Capital Formation cell.

Module 2 — Unit 7(c): Susmania Case Study Ill — Filling in the FA x Func and P x Func Tables
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Question 3
Susmania Case Study Il - NHA Combined Table of Financing Agent by Providers and Function

Financing Agent

HF.1.1.1.1 HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1 HF.2.3
Provider and Function Government Private Check
Ministry of | Ministry of | Regional NIA Employee Household Total |against FA|
Health Defense Govt. Insurance out-of- x P
Programme pocket
HP.1.1.1.1 MOH general hospitals 2,540 6,740 107 9,387 9,387
HC.1.1 Inpatient Curative 1194 5,931 7,125
HC.1.3 Outpatient Curative 629 809 107 1,545
HC.R.1 Capital Formation 717 717
HP.1.1.1.2 MOD hospitals 8,569
HC
HC
HC
HC
HC
HC
HP.1.1.1.3 Regional general hospitals 14,062 109 201 19,712
HC.1.1 Inpatient Curative 9,422 60
HC.1.3 Outpatient Curative 4,640 49 201
Total FA spending 2,540 0] 0 20,802 109 308 9,387 37,668
Check against FAXP 7,839 8,569 41 20,802 109 308 37,668

Slideis self-explanatory
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Exercise

4. For regional government hospitals:

a. From the regional hospitals you discover that their TOTAL
expenditures are 19,712 Cr. This is broken down functionally
into 12,419 Cr for Inpatient and 7293 Cr for Outpatient.

Place these estimates in the appropriate cells

a. You learn that regional government spends 41 Cr total at their
own hospitals. The MOH pays 5,299 Cr total for regional
hospitals. But the functional breakdown for these two FAs is
not known

»~ You also know that these are the only two remaining FAs (that
have not been accounted for previously) that contribute to
regional hospitals

» What do you do? How do you account for regional government

and MOH functional spending at regional hospitals? This is an
estimation technique

44) Total amount: 19,712 Cr should be placed in the “total x Regional govt. hospital total.”

Inpatient amount: 12,419 Cr should be placed in the “total X Regional govt. inpatient total.”
Outpatient amount: 7293 Cr should be placed in the “total x Outpetient regional govt. total”

4b) The remaining unallocated balance for Inpatient Curative is12,419- (0+9,422+60)= 2937

The remaining unallocated balance for Outpatient Curativeis 7,293 (201+4640+49)= 2403

The remaining unallocated total balance for Regional hospitalsis 19,712- (201+14,062+ 109)= 5340
Therefore, unallocated inpatient expendituresis 2937/ 5340= 55% of total for regional hospitals.
The unallocated outpatient expenditureis 2403/5340= 45% of total for regional hospitals.

Estimation technique: with no information on the breakdown of Region. Govt. and MOH spending, you should
use the same 55/45 split that is unall ocated. Therefore: Regional Govt. Inpatient Curativeis: 0.55x 41 = 23 and
Regional Gov. Outpatient is 0.45x41= 18

(23 Cr should bein Regional Govt. x Regiona Hospital Inpatient) and (18 Cr should be placed in Regional
Govt. x Regiona Hospital Outpatient cell)

MOH Inpatient Curativeis: 0.55x 5299= 2914 and MOH outpatient is 0.45x 5299= 2,385

(2914 Cr should bein MOH x MOH Hospital Inpatient cell; 2385 Cr should be placed MOH x MOH hospital
I npatient)

Module 2 — Unit 7(c): Susmania Case Study Ill — Filling in the FA x Func and P x Func Tables
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Question 4

Susmania Case Study Ill -NHA Combined Table of Financing Agent by Providers and Function

Financing Agent

HF.1.1.1.1 HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1
i Government |HF.2.3 Private] Check
Provider and Function L . .
Ministry of | Ministry of | Regional NIA Employee Household Total | against FA
Health Defense Govt. Insurance |Out-of-pocket x P
Programme
HP.1.1.1.1 MOH general hospitals 2,540 6,740 107 9,387 9,387
HC.1.1 Inpatient Curative 1194 5,931 7,125
HC.1.3 Outpatient Curative 629 809 107 1,545
HC.R.1 Capital Formation 717 717
HP.1.1.1.2 MOD hospitals 8,569
HC
HC
HC
HC
HC
HC
HP.1.1.1.3 Regional general hospitals 5,299 41 14,062 109 201 19,712 19,712
HC.1.1 Inpatient Curative 2,914 23 9,422 60 12,419
HC.1.3 Outpatient Curative 2,385 18 4,640 49 201 7,293
Total FA spending 7,839 4 41 20,802 109 308 37,668] 37,668

Slideis self-explanatory
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Exercise

5. You receive the following breakdown (see next

It doesn’t exactly match ICHA classifications

A A cost study conducted by ChrisJay Univ.
Estimated that the relative sizes of inpatient &
outpatient share is 3:1

A You learn the MOD is the only contributor of
expenditures at its hospitals

slide) of expenditures at MOD general hospitals.

Slideis self-explanatory
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5a) How would you classify these
expenditures as ICHA functional categories?
b) What expenditure estimates would you
use? Enter them into the table

MOD General Hospital Expenditures 8,569
7.01.01 Salaries 1,963
7.01.02 Drugs 1,227
7.01.03 Laboratory & xrays 981
7.01.04 General Administrative Costs 573
7.01.05 Meals 41
7.01.06 Laundry 40
7.01.07 Maintenance 900
7.01.08 Construction 717
7.01.09 Janitorial Services 491
7.01.10 Medical Equipment 1,636

5a) Itemsto be split in 3:1 ratio between HC1.1 Inpatient Curative care & HC 1.3 Outpatient Curative care:

hospitals may have one pharmacy that provides drugsto both outpatient and inpatient), General administrative
costs (.75x573=430- npatient; 143-Outpatient), Maintenance (.75x900=675- Inpatient; 225-Outpatient),
Janitorial Services (.75x491=368-1npatient; 123-Outpatient)

HC1.1 Inpatient Curative Only:

Medls (41), Laundry (assuming 90% of laundry isfor inpatients) (40)
HC4 Ancilliary Servicesto Medica Care

Laboratory & x-rays (981)

HCR1 Capital Formation for Health Care Provider Ingtitutions
Construction (717)

Medica Equipment (1,636)

So thetotal amount that the MOD givesto its hospitalsfor Inpatient (HC 1.1)=
1472+920+430+675+368+41+40 = 3946

Outpatient (HC 1.3) =491+307+143+225+123 = 1289
Ancillary Services (HC 4)=981
Capita Formation (HCR 1)= 717 + 1636 = 2353

Saaries (.75x1963=1,472- | npatient; 491-Outpatient), Drugs (.75x1227=920- npatient; 307-Outpatient) (reason:

Module 2 — Unit 7(c): Susmania Case Study Ill — Filling in the FA x Func and P x Func Tables
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Question 5

Susmania Case Study IIl - NHA Combined Table of Financing Agent by Providers and Function

Financing Agent

HF.1.1.1.1 HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1 HF.2.3
Provider and Function e - ) Government Private Chgck
Ministry of Ministry of | Regional NIA Employee household Total against
Health Defense Govt. Insurance out-of- FAxP
Programme pocket
HP.1.1.1.1 MOH general hospitals 2,540 6,740 107 9,387 9,387
HC.1.1 Inpatient Curative 1194 5,931 7,125
HC.1.3 Outpatient Curative 629 809 107 1,545
HC.R.1 Capital Formation 717 717
HP.1.1.1.2 MOD hospitals 8,569 8,569 8,569
HC1.1 Inpatient Curative 3,946 3,946
HC1.3 Outpatient Curative 1,289 1,289
HC4 Ancilliary Services 981] 981
HCR 1 Capital Formation 2,353 2,353
HP.1.1.1.3 Regional general hospitals 5,299 41 14,062 109 201 19,712 | 19,712
HC.1.1 Inpatient curative 2,914 23 9,422 60 12,419
HC.1.3 Outpatient curative 2,385 18 4,640 49 201 7,293
Total FA spending 7,839 8,569 41 20,802 109 308 37,668] 37,668
Check against FAXP 7,839 8,569 41 20,802 109 308 37,668

Slideis self-explanatory
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Exercise

Next Steps
Ao SEE IF ROW AND COLUMN TOTALS ADD UP.
A Do the totals that you’ve just calculated match the
totals that were obtained from the FA x P table?
~ Note: if they don’t match, go back and see if there was a
mistake with the FA x P table or with your present table.
~ There will be a lot of going back and forth to
recheck estimates in a real NHA endeavor.

Thetotals do match.

Module 2 — Unit 7(c): Susmania Case Study Ill — Filling in the FA x Func and P x Func Tables
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Exercise cont'd

6. Now that you have the combined table, your next
task is to separate the expenditures into:

A FA x Func table

A P XxFunc table (for purposes of this exercise the NHA
fairy has completed this table for you)

Use the handout to complete the FA x Func table

Slideis self-explanatory
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Financing Agents by Function Table

Financing Agent
HF.1.1.1.1 HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1 HF.2.3
Function Government Private
Ministry of Ministry of | Regional NA Employee Household Total
Health Defense Govt. Plrsl;rr:nmcr:e out-of-pocket
HC1.1 Inpatient Curative 4108 3,946 23 15,353 60 23,490
HC1.3 Outpatient Curative 3014 1,289 18 5,449 49 308 10,127
HC4 Ancilliary Services 981 981
HCR 1 Capital Formation 717 2,353 3,070
Total FA spending 7,839 8,569 41 20,802 109 308
| Check against FAXP 7,839 8,569 41 20,802 109 308 37,668
Total inpatient expenditures as a percentage of THE 62.36%
Total outpatient expenditures as a percentage of THE 26.88%)
Total ancilliary services expenditures as a
percentage of THE 2.60%)
Total capital formation expenditures as a percentage
of THE 8.15%

Slideis self-explanatory
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Question 6
Providers by Function table

Provider
HF.1.1.1.1 HF.1.1.1.2 HF.1.1.1.3
Function MOH General Ministry of Regional Total
Hospitals Defe_nse Govt. G_eneral
Hospitals Hospitals
HC1.1 Inpatient Curative 7,125 3,946 12,419 23,490
HC1.3 Outpatient Curative 1,545 1,289 7,293 10,127
HC4 Ancilliary Services 981 981
HCR 1 Capital Formation 717 2,353 3,070
Total Provider Spending 9,387 8,569 19,712 37,668]
Check against FAxP 9,387 8,569 19,712 37,668]

Slideis self-explanatory
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Unit 8:
Interpreting Results
and Policy Implications

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Slideis sdlf-explanatory
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Objectives of Presentation

A Understand the policy utility of NHA

A Become familiar with country experiences
in using NHA for policy purposes

A Understand the value of proper
interpretation and presentation of the
data, and draw policy implications

Slideis sdlf-explanatory
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Now that you have filled in the
tables, what does the data mean?

A The process for interpreting at this stage
IS very important. Why?

A NHA is useful in that it can point to potential
problems, but this depends on how the data
is INTERPRETED and PRESENTED

NHA resultsneed to be
Made relevant
Presented to theright people
In aformat that they can absorb
Attheright time.
A 20X20 matrix buried in a 100-page report sitting on the shelf of amid-level policymaker will not be useful.

Many countriesfail at this stage because of incomplete interpretation, because a pertinent point was missed, etc.
Theinterpretation and presentation of NHA dataisthe subject of this section.
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Interpreting NHA Data — the “so
what?”

A The most valuable contribution of NHA is in
looking beyond the findings themselves — in the
“so what” questions the findings can answer

A e.g., Jordan spends 9.1% of its GDP on health care
» “So what” if Jordan spends so much on health care?
A Interpreting NHA data within the OVERALL

CONTEXT of a country’s particular circumstances
and characteristics furthers its relevance

Thisinformation in itself is not as meaningful asthe answer to, “ So what if Jordan spends so much on health
care?’ On comparing thislevel of expenditure with health outcomesin Jordan, or with other countriesinits
socioeconomic category, the answer to the “ so what” question becomes apparent— this level of expenditure may
be unsustainable for Jordan given its current slow economic growth and rapid population growth. The findings
have two policy implications for the health sector: 1) Increase efficiency 2) Cost containment in the health sector

In South Africa, Di Mcyntyre saysthat collecting other types of non-financial data (e.g., number of facilities,
beds, staff, and utilization in various districts) was critical to maximizing the policy use of NHA. This
information hel ped South Africamake conclusions about hospital “efficiency.” In particular, it showed that
81% of public expenditures were spent on hospitals and that there was generally alow bed occupancy rate,
particularly in academic and tertiary hospitals. South Africaalso looked at average expenditure per day patient
hospital category and occupancy rate and estimated how much money could be saved by increasing occupancy
rates.

Thegeneral point isthat in determining what the NHA estimatesactually imply for health sector policy, itis
useful to analyze non-NHA data such as socioeconomic indicators, production data, health outcome data, etc.

That said, it isimportant not to lose sight that information on the flow of financial resourcesisinitself vauable,
e.g., the percent of GDP spent on health.
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How to Interpret NHA Data Using
Other Types of Data

A Socioeconomic indicators

Ao Compare the health spending numbers to other countries of similar
socioeconomic status

Ao Use overall GDP or GDP per capita as a point of reference
Ao Look at access to care by income groups to measure equity
Ao Wherever possible use PPP and constant currency — particularly for
conducting trend analysis
A Health service production data
Ao Rate of immunization, number of health care providers, volume of
patients, etc. are used for calculating efficiency of the resources used
A Health outcome data
A Health statistics, disease burden, etc. are also used to measure equity
and efficiency
A Other demographic data

A Indicators such as population growth rates, fertility rates, etc. are used to
forecast and budget for health spending in the future

Slideis sdlf-explanatory
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Health Spending Is Only One Component
Contributing to a Population’s Health Outcomes
%:) | Sustainability of HC System | Accessibility to HC |
e
o
K7 Equity In HC Effective and
= [Quality of HC | Efficient Health
c Spending
GOOD HEALTH
OUTCOMES
2
o Income Level | Empowerment of Women
; Education
U) - .
g Access to Sanitation | Access to Nutritious Food
L|>j Choice

Thelist is not exhaustive by any meansbut it isimportant to understand that health spending is one component
contributing to the success of ahealth care system; and health care spending information isimportant to figuring
out what “effective’ and “efficient’ levels of spending are.

The pointisthat NHA information, or health spending info, when combined with other data (noted above) can
give apolicymaker amuch stronger sense of what needsto be donein order to foster “good health outcomes.”
Thispoint isauseful oneto makein introducing NHA to non-health economists. Often MOH staff havea
medical background and a certain resistance to the introductionof health economics. It isagood approach to
place economic dataas one piece of information that can be added to moretraditional health indicatorsto create
acomplete picture of the health sector.
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Realizing the Full Value of NHA

A Three-step process

A Production of NHA results
» Responsibility: NHA technical team
A Interpretation of results and drawing policy
implications

» Responsibility: NHA team leader/s & steering
committee

A Implementation of policy
»~ Responsibility: legislative body of the country

A The NHA findings are meaningful only in terms of
the interpretation of their results

Oncethetechnical team presentstheresults, the “big picture-oriented” team leaders and SC interpret the results
— ask and answer the “so what” question. Their interpretations are communicated to the legislative body, which
passes the appropriate policy measuresto correct theimbalances identified by the NHA results.
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How NHA Links to Health Policy Decisions

financing strategies

Pooling
arrangements

Cost recovery
Regulation of payers

Financial incentives
Subsidies

Resource allocation
Provider regulation

Targeting
Redistributive
policies

Financing Agents

V

Inputs  Providers Functions

v

Important Distributions e.g.

Age/Gender Location Socio-Econ. Status

Health policy || Flow of resources in health financing Some key policy
decision areas guestions
Financing Sources How are resources mobilized?
Resource * Who pays?
mobilization/ * Who finances?

* Under what scheme?

How are resources managed?

* What is the financing structure?

* What pooling arrangements?

* What payment/purchasing
arrangements?

Who provides what services?

« Under what financing
arrangements?

« With what inputs?

Who benefits?
* Who receives what?
« How are resources distributed?

Source: WHO/NHA Unit/Patricia Hernandez and Jean Pierre Poullier

of analysistopics.

Thefigure summarizes afew waysin which NHA results can be made more salient. Clearly it does not
comprehensively cover al aspects of policy analysis of NHA results. The table above, which you may have seen
aready providesan overview of the content areasthat NHA results can inform. It may be useful asacheck list

Following are process-rel ated remarks about interpretation and presentation of NHA data
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How does NHA Inform Policy
Decisions?

A NHA results facilitate discussions and policy dialogue.
A ldentify problems
A Acts as a catalyst for discussion
A Serves as advocacy instrument to stimulate action

A Dialogue facilitates policy design and implementation.
A Therhetoric must translate to specific policy action

A NHA results are ideal for conducting trend analysis —
monitoring and evaluation
A Conduct intertemporal comparisons to evaluate if
implemented strategies have their desired effects

A Unique opportunity to assess past performance and realign
policies to be more effective

A Enable comparisons to other countries in similar
socioeconomic categories

Slideis sdlf-explanatory
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Policy Impact of NHA: Egypt

A 1994/95 NHA results showed that
A THE is 4% of GDP
A Out-of-pocket expenditures = 50% of THE.
A MOH contribution low at <20 % of THE

A Assessing results with socioeconomic data revealed
burden of these expenditures somewhat inequitable.

A Therefore, lower levels of access by the poor rural
households
A Reform agenda was designed and is being
implemented — basic benefits package for all
Egyptians

Thisisan example of how the NHA results stirred up policy dialogue and finally resulted in designing and
implementation of basic benefits package.

Module 2 — Unit 8: Interpreting Results and Policy Implications
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Policy Impact of NHA: Lebanon

% of GDP Annual Annual
spenton  Growth Rate Growth Rate
Health Care (% of GNP) % Disease Burden
Lebanon 12.3 1.0 2.7% /N Chronic
Jordan 9.1 0.8 3.8% Health Conditions
OECD 8.3 -- -- --

A Projected MENA economic growth rate for next 10 yrs is
only 0.9% , populations are expected to double in the next
10-20 years, changing demographics (increase in elderly
pop.) will result in costly curative services

A High health care costs in Lebanon are unsustainable given
the circumstances. Lebanese government is now in the
process of introducing provider payment reforms —
capitated payments and schedule of fees

Asyou can see, Lebanon and Jordan already spend more than OECD countries on health care. They have
rapidly growing populations, aswell asaging and increasingly urban populations, that will therefore raise the
need for more services and more costly curative services. All thiswill haveto be done despite an economic
growth ratethat is predicted to be poor. So aretheir health sectors sustainable? They should do moreto allocate
present resources effectively and efficiently.

Findings of NHA

A probeinto the reasons why the expenditures were so high revealed that the “feefor service” policy, where
the government in absence of any public health providers, allowed for individualsto seek carein the private
sector and get reimbursed for it. This contributed to high utilization rates and therefore high costs.

Policy impact
Asaresult of thisfindings, provider payment reformisunderway. Under this reform they will introduce a

system of capitated payments and a schedule of fees, aswell asidentify medical procedures that can be
conducted on an outpatient or day basiswhich are currently being conducted asinpatient.
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Policy Impact of NHA: South Africa

Total Health General Specialist doctors Registered nurses
Province Expend per capita doctors
E. Transvaal 6.48 0.48 67.83
136.60 . : S
N. Transvaal * . -
164.07 : . .
North-West . . M
178.91 » . .
N. Cape M N -
221.15 : . .
E.Cape . : :
226.98 . » °
KwaZzulu-Natal . . -
236.88 4 . .
Orange Free State v . .
266.49 . » .
Gauteng . . .
381.66
W. Cape 30.63 23.71 200.46
491.13

Policy Impact: Moratorium on private hospital building without
certificate-of-need, increase government regulation of private
sector (equity), and shift resources to primary care

South Africadid aRHA, which showed utility of capturing databy districts.
Findings of first NHA

Average public health expenditure/person was 3.6 times higher in richest districts compared to poorest
districts.

Poorer districts had the worst accessto care, e.g., richest districts employed 4.5 as many doctors and 2.4 times
as many registered nurses than the poorest districts (figuresin table are per 100,000 population).

Policy impact
Moratorium on private hospital construction (which tended to bedonein richest districts); now certificate-of-
need mandatory before building any hospital.
Increased government regulation over private sector to meet objective of equity.
Shift of resourcesto primary care particularly in poorer districts.
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Policy Impact of NHA: Philippines

6
LOCAL GOVT
[%2) 5 £
o /
[}
(]
Q4
E /E/E'
= / NATIONAL GOVT
1 Ce— g
0 T T T T T T 1

1991 1992 1993 1994 1995 1996 1999

Policy Impact: Used to monitor decentralization policy, which.is
working, as measured by the decentralization of health resources

Example of using NHA findings for monitoring and evaluation

Share of local government in total public health spending hasincreased steadily sinceimplementation of the
decentralization policy in the early 1990s.

Policy impact
Financial decentralization isworking as planned.
[These figures don’t jive with those in the Philippines NHA report. Thisneedsto be checked.]
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’ Policy Impact of NHA: Tanzania

EDonor

m Households
ONGOs
OFirms
OMOF

47.2%
Policy Impact: Used to garner support for SWAPs and d(‘)'nor
basket funding to decrease off-budget spending &
Q 2 DIR s
Finding of draft NHA

Large portion of health expenditures are off-budget, (particularly donor expenditures). Interpreted as poor
coordination of donor resources and low control over how healthsector is managed.

Policy impact

Used internally within the government and shown to some donors, to garner support for SWAPs and donor
basket funding to decrease of f-budget spending.
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Policy Impact of NHA: Mexico

Total Health Expenditures
(1995 USD)

[J 59to80

[0 8lto122
[ 123t0 184
] 18510313
L] 31410535

Policy Impact: Used to channel allocation of public transfers to
states according to need

Mexico did aRHA.

Findings from NHA
Health spending varies considerably across Mexico, with spending in wealthier states six timesthat of poor
states.
Disparities are apparent particularly in private expenditures (analysis of catastrophic expenditures: in the
lowest income decile, health expenditures are catastrophic, i.e., they consume > 50% of disposable income—
for 17% of households in thatdecile).

Public health expenditures are not distributed according to need as measured by the burden of disease
(epidemiological transition takes into account <5 mortality and adult mortality).

Policy impact
Channel and monitor allocation of public transfer to states according to need.
Informs debate on insurance for the poor.
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Interpreting NHA Data for Policy
Purposes

A Recommendations on process

A Useful to have a “senior data interpreter” at
this stage, someone who understands the
data, is well-connected to policymakers, and
knows of the major issues of concern to the
government

A The NHA steering committee can be
particularly helpful at this stage

Slideis sdlf-explanatory
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Interpreting NHA Data for Policy
Purposes cont’d

A Additional recommendations on process

A May wish to start the data review by keeping
in mind some of the policy issues that are of
concern to the government

A BUT be open also to “new” discoveries or
surprising findings that may suggest other
issues that need further investigation

In LAC countries, the people who collected the data and filled it in have been different from those who have
actually written reports and interpreted findings for policy purposes. Many LAC countries have, in essence, a
NHA team and an “interpretation and dissemination” team.
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Putting the Policy Question First

Priority questions Focal points of NHA
(problems, objectives| P -

. estimation
strategies)

f

NHA methodology framework

1
Q&data collectio
NHA  |a —

/ -
i NHA conceptu al\

R

m‘"*-.._‘ period 2|¥ :

__,,—'—_‘_‘

NHA analysis: diagnosis
n" Evaluation of

of financing problems, desig NHA comparative

\of health policies/ analySii_/ reform

o v g
T NHA |4

period 1|" | |
I 1

Slideis sdlf-explanatory
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Interpreting NHA Data for Policy
cont’d

A Additional Recommendations on Process

A Highlight clearly the link between the NHA
findings and other findings. Helps in
appreciating the value of NHA and therefore
facilitates its institutionalization

Slideis sdlf-explanatory
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Take-Home Message

A NHA results are only as good as their
interpretation

A Data interpretations are enriched when
done in the context of other
socioeconomic and health sector
characteristics

Slideis sdlf-explanatory
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Exercise

A Review the data presented in the handouts
and write down:
A What issues you believe the data raises.

A What should be further investigated (through
other types of studies, etc.)
A You have 10 minutes to write down your
answers. Be prepared to share your
observations with the class

Slideis sdlf-explanatory
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Unit 9:

Institutionalizing NHA

The PHRplusProject is funded by U.S. Agency for International Developmentand implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

Slideis sdlf-explanatory
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Objectives of Presentation

A Understand the full concept of
institutionalization

A Recognize the importance of sustaining
NHA, particularly for the health policy
process

A Be aware of some of the issues and
challenges of institutionalization and how
some countries have dealt with them

Slideis sdlf-explanatory
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What is Institutionalization?

A The process of conducting NHA studies
on a regular basis that is fully supported
by the government, both financially and
politically

Slideis sdlf-explanatory
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Three Features of Institutionalization

Recurrence — trend data important

2. Policy penetration needs to be used for health
policy, not merely as aresearch exercise

3. Government ownership should be adopted as a
regular government activity, like the census

Need to have all 3 aspectsto befully institutionalized.

Recurrence: NHA must be conducted repeatedly in order to generate trend data and not just have asingle
point estimate. Trend data provide better information for policy formulation, for greater monitoring and
evaluating of health strategies, etc. Philippinesused 7 yearsof datato fully analyze the impact of
decentralization (see Global NHA brochure).

Policy: NHA should not be produced year after year only to be shelved in technicians' offices; it needsto be
used by policymakersto befully ingtitutionalized. Mexico conducted NHA 5 yearsin arow; however, this
was done outside the MOH by an NGO called FUNSALUD. Because there was no MOH ownership or
involvement, those NHA studies did not inform policy.

Ownership: It can take anumber of years and anumber of estimatesto be aregular part of agovernment’s
activities. Crucial to ownershipisgetting alineitemin theM OH budget. This must occur for NHA to be
institutionalized. To date, only three countries have included NHA in their government budget without
externa aid: Morocco, South Africa, and Iran.
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Current Status of Institutionalization

A Few countries have institutionalized NHA
A Why?
a Lack of supportive policy environment
~Weak accounting systems
~ Lack of reporting standards

a Lack of requirements to share or report needed
NHA data (particular issue in the private sector)

~ Perceived high costs associated with NHA

Lack of supportive policy environment: Overall acommitment by policymakersto useinformation asa
planning tool isweak, despite general recognition on the prime ministerial level of the importance of data-driven
decisions. So PMshaven't really committed long-term in many countries. Nevertheless, with declining health
resources, thereis an increased interest to efficiently allocate health resourcesand thususe NHA dataasa
planning toal.

Weak accounting systemsand reporting standar ds. Although PMs recognize the importance of data-driven
decisions, this need has not always been trandlated into actual investment (particularly financia) in developing
datatracking and reporting standards.

Per ceived high costs: AsNHA isdoneregularly and as systems are put in place, thecost will decrease and the
datawill till bevery valuableto policy process.
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Key Steps Towards
Institutionalization

1. Create demand for NHA by policymakers

Ao No decision maker will invest time and
money to sustain NHA unless they see a
clear benefit to it

Ao Producing NHA estimates alone is not
sufficient to guarantee “evidence-based”
decisions

Creating asupportive environment

Thetrainer should reiterate that NHA isnot asimple academic or statistical study to put on ashelf once
completed. It must be marketed to policymakersin order to fulfill its purpose of affecting health policy.
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Key Steps Towards
Institutionalization cont’'d

1. Create demand by policymakers cont’d

A To beused, NHA info must be channeled to
the appropriate audience; i.e., should reach
those with power to influence decisions

~ Can be done by delivering NHA in a format easily
digested by policymakers
e.g., short summaries, brief presentations
highlighting the policy relevance of findings,
perhaps have “NHA dissemination team”

Dissemination team; was donein LAC. Most members of the dissemi nation team were well-connected with the
policy process.

Policy briefs: focus on one or two major findings and their policy implications. Bangladesh produced a series of
briefs. The major finding was that two -thirds of HH expenditures were spent on drugs. Thisled PM to question
why thiswasthe case. Wasit because 1) not enough drugsin public sector, 2) over-prescription, 3) self-
prescription, 4) prescription by non-licensed individual. NHA focused PM on thisissue.

Give example of South Africawhere for any particular group of policymakers, the NHA presentationswere
tailored to meet their job needs; i.e., what NHA can do for their jobs. How isit pertinent to theissuesthey deal
with daily? In Kenyathey felt it was useful for peersto present to other peers. Also, theway the datais
presented isimportant. Rather than saying 75% of health expenditureis being funded by HH, it would more
effectiveto say ‘3 out of every 4’ health care shillings are contributed by the HH and not the government.

PHRplusistrying to influence this process through the encouragement of policymaker conferencesin the
variousNHA networks.

Thetrainer may want to share examples of policy briefswith the class. These areincluded in the handout section
of Module 3.
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Key Steps Towards
Institutionalization cont’'d

1. Create demand for policymakers cont'd

A Communication of findings must be TIMELY
~ Inform policymakers (form the steering committee)
from the onset of the study of NHA’s purpose (i.e.,
to meet their needs)
~  Offer periodic updates to SC
~ Deliver summary presentations as soon as data are
cleaned and partially analyzed; don’t wait too long
after the completion of the study to present
findings
Ao NHA should be shaped by policy environment (to a
feasible extent)

Do not take 4 yearsto finalize the NHA report! By then, the findings may be outdated. Reiterate the need to
balancethe“quality” of the report against itstimeliness.

NHA should be shaped by policy environment to afeasible extent: e.g., some PMs have asked to do disease
specific analysesfor 5 diseases. Thiswould greatly benefit their work but would take too long to complete.
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Key Steps Towards
Institutionalization cont’'d

2. House NHA

Ao Does not matter where it is housed as long as
the location does not adversely affect the way
the data may be used by policymakers
~ Traditionally housed in MOH, sometimes at

central statistical bureau, MOF, or the central
bank
~ Location decided by country context

A Consider how NHA findings will be disseminated
and used

Slideis sdlf-explanatory
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Key Steps Towards
Institutionalization cont’'d

2. House NHA cont'd

A Location should encourage inter-institutional
coordination

~ E.g., sometimes there is a lack of coordination
between administrators of the HH survey
(Bureau of Stats) and primary users of health
data (MOH)

~ Useful to be located in a visible organization with

leadership support to boost awareness and
recognition of its importance

If NHA ishoused in an independent research institution or universities, it' s difficult for NHA findingsto be
truly owned by the government and therefore used by the government. E.g., in Mexico (where NHA was
conducted by FUNSALUD) and Zambia (University of Zambia), the report was not circulated as a government
document because it was not produced by the government. Consequently there was no support or interest.

Module 2 — Unit 9: Institutionalizing NHA
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Key Steps Towards
Institutionalization cont’'d

2. House NHA cont’d
A If housed in policy-relevant institution, can
get “NHA Advocate”
~ Particularly important during NHA'’s
inception and sustainability

Ao Major issueto “recurrence” and “ownership
of NHA is getting a LINE ITEM IN THE
GOVERNMENT'S BUDGET

~ Can be facilitated by the “Advocate”

Zambia— not having an NHA advocate has made it difficult to gain any government support.
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Key Steps Towards
Institutionalization cont’'d

3. Establish Standards for Data Collection
and Analysis
A Need consistency of data from year-to-year
otherwise not policy-relevant
A Systemizing procedures and protocols
~ Need health information systems

A Document methodological steps taken in
first round, how addressed specific
problems, etc.

Slideis sdlf-explanatory
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Key Steps Towards
Institutionalization cont’'d

4. Institute data reporting requirements

A Important for public and private sectors; a
“must” for long-term NHA activities
~ Difficult to do, particularly for the private
sector

~ Generally, NHA quality may be poor NOT due
to a lack of data but rather the LACK of
REQUIREMENTS to share or report their data

Slideis sdlf-explanatory

Module 2 — Unit 9: Institutionalizing NHA

13



Summary of Key Steps for
Institutionalization

A Create demand for NHA by policymakers
A House NHA

A Establish standards for data collection
and analysis

A Institute data requirements

Slideis sdlf-explanatory
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Example: What Kenya NHA is Doing
for Institutionalization

A Create demand for NHA by policymakers

A Had launch conference of key policymakers and
stakeholders, formed steering committee (SC).

a Their policy concerns will shape NHA
~ NHA team will regularly provide updates to SC
A House NHA

A Decided to be housed in MOH; has stewardship over
health sector. Have “policy advocates”

A Dept. of Planning has coordinated a multidisciplinary
team —from CBS, NASCOP, U of Nairobi etc

Slideis sdlf-explanatory
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What Kenya NHA is Doing for
Institutionalization cont’'d

A Establish standards for data collection and analysis

A All processes will be designed with an aim towards
institutionalization

a Therefore, developed link with U of Nairobi. If there is high
turnover in govt., the govt. can rely on U of Nairobi trained
individuals to serve as future technical resources/ trainers
for MOH team

~ The U of Nairobi has implemented a NHA module in their basic
economics course

» Everything will be DOCUMENTED. Every process, every
decision made, every assumption made!

a Involve Steering Committee as part of the process for data
collection

~ Household survey questions to be included as a module in
the Welfare & Income Report (in the future)

Slideis sdlf-explanatory
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What Kenya NHA is Doing for
Institutionalization cont’'d

A Institute data requirements

A Instead of requirements, key representatives
of private sector entities will collect data
from their own institutions. Thus, the private
sector will help coordinate the NHA data
collection process

Example: In Zimbabwe, they have managed to get the private sector to volunteer to support NHA and provide
data. A two-day meeting was held with private sector entitiesto show what t hey would get out of NHA.

In Kenya, the private insurance sector was very interested in doing NHA because of the datathey could get on
Kenyan nationals going overseas for treatment. They wanted to know why they were going overseas and how
much they were spending. The government wanted to design a package of health services so that their citizens
would utilizethe services availablein the country.
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Exercise

A Attempt to draft your country’s
institutionalization framework

A Please refer to your student exercise and
handout book

Slideis sdlf-explanatory
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Unit 1. Conceptual Overview of National
Health Accounts

I Discussion Questions

1. Inorder to get acomprehensive overview of the financia status of a health system, what type of
information should be collected: expenditure information or budgetary information? Why?

2. What types of issues or concerns arise when inaccurate and nonstandardized expenditure information
is used by international organizations?

3. What indicators — besides health care spending as a percentage of a country’s GDP — can NHA results
produce and how are the indicators relevant to policymakers?
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| Unit 2: Planning the NHA Activity

I Discussion Questions

1. Who is, or could be, the NHA advocate in your country?

2. Who are the “team leaders’” and “technical” team membersin your country’s NHA team?

3. List the names of organizations, institutions, associations, etc. in your country that could be
represented on the steering committee.

Module 3 - Unit 2: Planning the NHA Activity
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4. Draw an organogram that depicts the relationship of members within the NHA team and the
relationships of the team to the NHA steering committee.

5. Usethefollowing table to draft your country’s NHA workplan. List tasks to be completed, the person
assigned to perform each task, the way each task will be implemented, and the due date for completion

of each task.
Components of NHA Workplan for (Country)
NHA Tasks Perso_n Strategy to implement task Due date_ of
responsible completion
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NHA Tasks Person Strategy to implement task Due date of
responsible completion
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| Unit 3: Defining Expenditures and Boundaries

I Discussion Questions

1. Should expenditures on the following health care activities be included in NHA? Justify your answer.

a) Health care in prisons provided for and paid for by the Ministry of Justice

b) Disposal of used syringes and gloves at a health clinic

2. What isyour country’ s space boundary with respect to NHA? Justify your answer.

a) Will you include health care spending by foreign nationals in your country?

Module 3 - Unit 3: Defining Expenditures and Boundaries - Exercises

E-7



b) Which donor expenses will you capturein your NHA?

3. What isyour country’ s time boundary for NHA? That is, for what time period (give dates) will you be
estimating NHA expenditures in this round of NHA?

4. Will your country NHA include any health-related activities? If so, which ones and why (what is the
policy interest)?
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I Application Questions

The following exercises pose situations that real-life NHA teams have encountered. Read the
vignettes relating to a fictitious country, and then answer the questions about what to include — or not
include — as you implement NHA .*

* Justify your answers.

I Functional Definition Exercises

Exercise 1:

Persistent shortage of rainfall has caused the ManNa river to dry up
significantly. The severe drought has made it necessary to expand the
country’s water and sanitation infrastructures, and institute water control
surveillance systems to monitor water potability. Because of the detrimental
effects of drought on the nation’s food baskets, the MOH has set up nutrition
programs where expectant mothers and children receive food and vitamin
supplements. A number of donor agencies also provide food aid. The donors
incur administrative as well as food costs in implementing the food program.

Do you include expenditures either as direct or health care-related (specify which one), on:

Water and sanitation infrastructure?

Water control surveillance?

Food relief programs?

Vitamin supplements?

Donor administrative costs (donor office in country)?
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I Functional Definition Exercises

Exercise 2:

The World Bank has given a $3 million loan to Susmania to upgrade its
primary health care facilities. Can you include this loan and its interest
payments as health expenditure? If so, what entities are considered the source
of funds for the loan and/or interest payments?

I Functional Definition Exercises

Exercise 3:

Household surveys have shown high use of traditional healers. A preliminary
Medical Association study shows that most treatments used by traditional
healers are not effective. As a result of the study, the Medical Association is
offering grants to study the effectiveness of medications delivered by
traditional healers. The Association also offers scholarships to students who
will go to rural areas and work with traditional healers. As a further result of
the study, the MOH is allocating some of its resources to train its personnel to
deliver services in a more culturally sensitive way.

Do you include:

Expenditures on ineffective treatment administered by traditional healers?
Expenditures on lucky charms and talismans?

Payment in kind/barter exchanges for the services?

Research grants to study traditional healer approaches?

Scholarships for students to work with traditional healers?

Resources alocated to train MOH personnel ?
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I Time Boundary Definition Exercises

Exercise 4:

In Susmania, government clinics refer patients to a specialty hospital for
secondary and tertiary care. The government reimburses the hospital for the
services in a lump sum amount that is paid in the subsequent fiscal year. In
2001 the hospital purchased five dialysis machines to treat the additional
referral patients; the government reimburses the hospital in 2002.

Do you include in the NHA for 2001:

The 2001 hospital expenses that the government reimburses in the subsequent year?
The operating costs incurred on diagnostic equipment in the specialty hospital?
The purchase of the five dialysis machines?

I Time Boundary Definition Exercises

Exercise 5:

Once every five years, the Susmania MOH conducts a household health care
utilization and expenditure survey. The last one was conducted in 2000. Now
in 2004, the NHA team is conducting the first round of NHA. The expenditure
data collected are for the current year except for household out-of-pocket
expenditures. In addition, to these data being outdated, the Susmanian
currency (cruton) has been volatile, with wide fluctuations in its value in the
international markets.

Do you include:

Out-of -pocket expenditures from 20007 If so, how?

Which exchange rate (start of 2004, end of 2004, the currency in 2000, or other time period)
would you use to tranglate the Susmanian cruton into U.S. dollars for international comparison?
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I Space Boundary Definition Exercises

Exercise 6:

Sharmeen Scherzade is a government employee and is enrolled in the National
Insurance Program. She is diagnosed with a rare form of red blood
corpuscles disease and needs surgery. There are no physicians or facilities in
her home country that perform the complicated surgery. Sharmeen is flown to
the Royal College of Surgery hospital in London for the treatment. She
successfully undergoes the surgery, and recovers with extensive post-operative
care. Her family spends three months with her in London. All of the medical
expenses are borne by the National Insurance Program.

Do you include:

Scherzade and her family’ s airfare to London and back?
Surgery expenses?

Post-operative care expenses?

Hospital charges?

Doctor fees?

The family’ s living expenses for three months in London?

I Space Boundary Definition Exercises

Exercise 7:

A good medical infrastructure, and highly skilled physicians and support staff
make Susmania a natural destination for medical tourism. In fact, a conscious
decision was made by the government to attract medical tourists from
neighboring countries. The MOH provides subsidized housing arrangements
for the family, effective financial networks to facilitate payment for hospital
fees, efc.

Do you include:

Health expenditures incurred by foreign nationalsin Susmania?
Subsidized housing for the family members of medical tourists?
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I Space Boundary Definition Exercises

Exercise 8:

In the neighboring country of DeKar less than 1 percent of the total health
care expenditures are incurred by foreign nationals, and the MOH has no
interest in developing the medical tourism industry there.

Do you include:

Health expendituresincurred by foreign nationalsin DeKar?
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| Unit 4. Classifications and the Framework

J Discussion Questions

1. What is social insurance, and when isit deemed private or public?

I Application Questions

Exercise 1:
Sort the entities below into financing sources, financing agents,
providers, and functions:
Administration of National Insurance Program
Ambulance transport
Armed Forces Medical Services
CATSCAN
Central government hospital
Dental care
Elderly nursing care
Family Planning Clinic
Health Foundation (NGO)
Health prevention and education program
Hearing aids
Households
Inpatient care
International Development Agency (IDA)
Lab test
Medical University
Midwife
Ministry of Finance
Ministry of Health
Ministry of Justice
Ministry of Education
National Airline Company
National Insurance Program (NIP)
Oil and Natural Gas Commission
Private clinics
Private firms, e.g., Coca-Cola
Private Insurance Inc.
Private pharmacies
Public pharmacies
Salaries of doctors
Salaries of MOH personnel
Traditional healer
Women’s Health Clinic (NGO)
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Exercise 2:
Assign the ICHA codes to the above entities.

Exercise 3:
If this is an in-country training, what are the main health care entities in your

country and how would you sort them into financing sources, financing
agents, providers, and functions? List them in the blank tables on the pages

that follow.

Y ou may wish to begin by first diagramming the structure of your health system in the space
provided below.
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Country Identification and Classification of Financing Sources

ICHA code

Description
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Country Identification and Classification of Financing Agents

ICHA code

Description
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Country Identification and Classification of Providers

ICHA code

Description

Module 3 - Unit 4. Classifications and the Framework - Exercises

E-19




Country Identification and Classification of Functions

ICHA code

Description
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| Unit 5: Collection of Data

J Discussion Question

1. What types of data sources are available in your country(ies) and what are their strengths and

weaknesses?

Government Records

Names of Records

Strengths

Weaknesses
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Other Public Records

Names of Records Strengths Weaknesses
Insurer Records
Names of Records Strengths Weaknesses
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Provider Records

Names of Records Strengths Weaknesses
Household Records
Names of Records Strengths Weaknesses
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Donor Records

Names of Records

Strengths

Weaknesses
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I Application Questions

Directions. Participants will now determine the team’ s data collection plan. This can be led by a senior member of the team (or country
teamsif thisisaregional training). Agreements on each task should be written on aflip chart; participants can also write them in the student
exercise and handout book.

Data Plan: Secondary Resources Record Keeper:
Name of data source Team member Person to contact (e.g., Deadline to collect data
responsible for getting steering committee source and report back to
data member) to obtain team

information

Government Records

Other Public Records

Insurer Records

Provider Records

Household Records

Donor Records
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Record Keeper:

Data Plan: Primary Sources
Name of survey Team member Person to contact (e.g., | Deadline to meet Deadline to Deadline to
instrument responsible for steering committee with contact pre-test implement
coordinating survey member) to consult person and survey and
instrument design and when designing the finalize survey collect data
instrument

development of specific
workplan

survey

E-26
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Unit 6: Organizing Data for Filling in the NHA
Tables

I Discussion Questions

1a) Household user feesincurred at MOH hospitals are returned to the MOH and not retained by the
provider. Where are those fees captured in the FA x P table? Why?

1b) Household user feesincurred at MOH hospitals are returned to the Ministry of Finance (as part of
general tax revenue) and not retained by the provider. Where are those fees captured? Why?
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1c¢) Household user feesincurred at MOH hospitals are retained by the provider. Where are those fees
captured? Why?

2. What are some common data conflicts?
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| Unit 7: Susmania - Case Studies

7a. Susmania Case Study | — Filling in the FS x FA
Table

Directions. Read the following narrative and questions, and enter the appropriate expenditure
amounts into the shell of your FS x FA table.

J Narrative

Setting the country context for the case studies: the land of Susmania.

Susmaniais asmall, low-moderate income country. It once had an autocratic central government but
has undergone significant decentralization and reforms. The country now has a new government
compprises of a prime minister and several ministries.

The Susmanian currency is called the cruton (Cr).
Government structurerelating to health

The central government comprises the Ministry of Finance (MOF), Ministry of Health (MOH),
Ministry of Education (MOE), Ministry of Defense (MOD), and the National Insurance Agency (NIA).
Thereisonly one parastatal company, namely AZap, Susmania s electric utility. Asthe country has
decentralized, it has established local governmentsin four regions. Each regional government has its own
taxing authority; this revenue is supplemented with funds from the central government.

Providersin the health sector

MOst hospitals and polyclinics are government-owned. Regions generally run and manage primary
care clinics and hospitals, while the MOH runs most secondary and tertiary hospitals and clinics. The
MOD owns and operates its own hospitals for military personnel and their dependents. Some new private
hospitals and clinics have emerged as a result of the reforms. Residents of one region, the Interior region,
rely heavily on traditional healersfor their health care. A few employers have on-site clinics for workers.
Most outpatient drugs are bought from community pharmacies.

Health insurance programsin Susmania

Theoretically, al citizens are covered by health insurance from the NIA for care delivered at
government facilities. NIA isfinanced by 1) payroll taxes, 2) MOH payments, and 3) co-payments.
Employers offer supplemental insurance (private group insurance) to cover co-payments and care
administered at non-governmental facilities. In addition, individuals may purchase their own
supplemental insurance.
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Other actorsin the health system

Since Susmaniais alow-moderate income country, it receives external financial assistance for many
of its sectors, including health care. Foreign donors involved in the health sector include Médicine sans
Frontiere (MSF), Red Crescent, and Project Hope. Local NGO facilities are financed through donor
funds.

Policy motivation for NHA

Provide reports to international lendersto evaluate efficiency of loans
Respond to WHO about health statistics

Understand the effectiveness of reforms

Understand how NIA fitsinto health sector

J Questions

Asa SusmaniaNHA team member, you have just completed the four initial stepsfor filling in the
tables, i.e., you have 1) started in the middle (FA table), 2) identified financing agents 3) determined the
various types of expenditures, and 4) estimated the amounts for each FA.

Y ou obtain the following total spending amounts for each FA and have aready placed these numbers
in the appropriate row total cells of your table.

Susmania Financing Agent Expenditures — Preliminary List

NHA code Entity Expenditure amount
HF.1.1.1.1 MOH 32,096
HF.1.1.1.2 MOE 329
HF.1.1.1.3 MOD 635
HF.1.1.2 Regional government 21,015
HF.1.2 NIA 60,837
HF.2.1.1 Government employee insurance programmes 563
HF.2.1.2 Private employer insurance programmes 2,130
HE.2 2 Pri\_/ate insurance enterprises (other than social 3.280

insurance)
HF.2.3 Private households’ out-of-pocket payments 82,092-90,734
HF.2.4 NGOs 2,888
HF.2.5.1 Parastatal companies (AZap) 1,905
I R
HF.3 Rest of the world 599
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Y ou begin to populate the FS x FA table by disaggregating the funds that FAs receive by the funds

original sources: i.e., government, private, and rest of the world.
1. You start by analyzing government FAs. After thorough research and investigation, you learn that:

a) The MOE and MOD get their funds only from the MOF.

b) The MOH gets its funds from only two sources: MOF and donors. Donors gave 1,538 Cr to
MOH.

Which cells can you fill in for the MOE, MOD, and MOH based on the above information?

2. AnMOH isusualy afinancing agent, but in some instancesit can be a financing source. In

the

Susmania, the team learns that the MOH gives grants to the regional government (986 Cr) and to NIA

(1,106 Cr).

a) Where do you account for the grant funds?

b) Based on thisinformation, how do you reduce the FA TOTAL figure for the MOH?
¢) Fill inthe remaining POSSIBLE cellsfor MOH as afinancing agent.

3. Your team finds that the MOH reimburses (11,772 Cr) the regional governments for its hospital

services provided to unemployed people (on behalf of the MOH). Note that regional governments get

their health funds from regional taxes and from the MOH.
a) Which isthe financing agent in this case: The MOH or the regiona government?

b) Thisamount (11,772 Cr) has been double-counted: once with the MOH and once with the

regiona governments. How do you eliminate the double-counting from regional governments?

¢) Where do you place the remaining amount for the regional government (i.e., not allocated to
grants or reimbursements)?

4. Let'snow look at NIA:

a) Where would you put “interest income” (566 Cr), which is used to help pay the benefits and
administrative expenses provided by the NIA?

b) NIA does not have records on what proportion is received from employers and employees.

However, you learn that the norm in the public sector isaratio of 3:1, employers to employees.
Allocate the remaining amount between employers and employees (excluding the interest income

and the MOH grant). Note thisisan ESTIMATE.

5. Government Employer Insurance Programme (GEIP) is an insurance program for government
employees ONLY . It receives funds from the government and employees. GEIP is unableto
distinguish between employer (note: government can be the private employer) and employee
contributions. The rules governing the fund state that one-quarter of funds be collected from
employees and the remainder from the employer. How would you distribute its total expenses of
563 Cr?
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10.

11.

12.

13.

Private Employer Insurance Programme is also unable to distinguish between employer and employee
contributions. How would you temporarily allocate its total individual expenditures of 2,130 Cr?

What source finances Private Individual Insurance (3280 Cr) and where would you place this
amount?

Y our team now finds that the Household Survey figure for insurance spending varies significantly
from the estimates reported by the insurance companies (that you just entered in previous questions).
The Household Survey reports:

14,000 Cr to NIA

2,200 Cr to Private Employer Insurance

3,450 to Private Individua Insurance

What should you do with these conflicting estimates?
NGOs: Enter these estimates in the table.

Receive 1,653 Cr from donors
Receive 1,235 Cr from local philanthropy

The distribution ratio of private insurance between household and employers (x) must be determined:
A survey of employers provides a second estimate of premiums paid to private insurance and also
provides the employer/employee split of those premiums (1/3 employer: 2/3 household).

Simple data entry
Where do you enter these amounts?

a) AZap reported getting its entire funds (1905 Cr) from its own profits.
b) Firms spend 3024 Cr in their own facilities.
¢) MSF (donor) funds its own facilities at an expense of 599Cr.

Start the reconciliation process.

a) Do atrial sum of the columns.

b) After doing the trial sum you learn that another estimate for the total amount financed by
donors (as financing sources) is 8180 Cr. Place thisin the “estimated total” row.

Reconcile amounts;

a) You learn that the NIA report is more reliable than the household survey estimate because it
has rigid accounting systems. Which estimate should you keep?

b) You also learn that the Insurance Firm survey has a higher response rate than the Household
Survey and therefore is more reliable. Which estimate should you keep?

¢) The NHA team finishes analysis of Susmania' s Household Survey! It finds that this causes
great joy and the team proclaims that household out-of-pocket contributions were 86,413 Cr.
Enter this amount in the appropriate place.
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d) After re-examining the donor expenditure amount (8180 Cr), you learn that the estimate
includes food and sanitation expenditures. Which estimate should you use (8180 Cr or thetrial
sum estimate)?

14. Next Steps: SEE IF ROW AND COLUMN TOTALS ADD UP to the same number.
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Worksheet

Susmania Case Study | FS x FA Table

Financing Sources

FS.1 Public Funds FS.2 Private Funds FS.thEest
of the
FS.1.1.1 FsS.2.1 FS.2.2 World
_ . Central government Employer | Household Funds
Financing Agents revenue funds Funds Total
HF.1.1.1.1 |MOH 32096
HF.1.1.1.2 |[MOE 329
HF.1.1.1.3 [MOD 635
HF.1.1.2  |Regional government 21015
HF.1.2 NIA 60837
Government employee 563
HF.2.1.1 insurance programme
Private employer insurance 2130
HF.2.1.2 programme
Private insurance enterprises 3280
(other than social
HF.2.2 insurance)
Private household out-of- 82,092
HF.2.3 pocket payment -90,734
HF.2.4 NGOs 2888
HF.2.5.1 |Parastatal companies (AZap) 1905
HF.2.5.2  |Private firms 3024
HF.3 Rest of the world 599

Trial sum

Estimated Total
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7b. Susmania Case Study Il — Interpreting Survey
Data for Filling in the FA x P Table

Directions: Based on the information from the survey questionnaires in the following pages, answer
the following questions:

1. Review Exhibit 7b.1, the Health Insurance Questionnaire.
a) Classify the "bold-type" termsinto ICHA codes.
b) Asyou can see from the Susmania Case Study FS x FA table, the insurance firms were not
able to disaggregate benefits between "group” and "individual" policyholders. How would you
separate the amounts?

2. Review Exhibit 7b.2, the Employer Survey.

a) Which of the two expenditure estimates provided in this survey should be placed in the FA x P
table?

b) How would you classify it? Which ICHA codes would you use?
3. Review Exhibit 7b.3, the External Aid Questionnaire.
a) Which of the expenditures shown in the survey would be placed in the FA x P table?
b) How would you classify it?
4. Review Exhibit 7b.4, the Specia Tabulation of the Household Survey.
a) Which of the categories of expenditures can be placed in the FA x P table?
b) You'velearned from patient admission records that households visit private clinics as opposed
to public clinicsin aratio of 3:2 and that they visit private hospitals and public hospitalsin a

ratio of 2:3. How would you distribute the co-payments in hospitals and polyclinics between
public and private facilities?
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Filename: Exhibits 7b.1-7b.4
Adopted from NHA Producers’ Guide

Exhibit 7b.1

Susmania National Health Accounts. Health I nsurance Questionnaire

The information provided will be treated with strict confidentiality.

1

2.

General information

Name of NGO:

Name of respondent:

Position of respondent:

Date of interview:

Location:

Reporting period - Calendar Y ear 1999 or:

Type of insurance company (circle one)

In the table below, please indicate the number of subscribers (for health
insurance only) to your organization at the end of the reporting period.
If health insurance isincluded as a part of other insurance, please

include those subscribers in your figure.

AGGREGATION

FormID No.__ /

1 = State-owned/parastatal
2 = Private, for-profi
3 = Private, non-profit

Number of subscribers under:

Group/Company

Individual/Family

800,000

1,700,000

In the table provided below, indicate your organization’s total expenditures for the reporting period. If possible use

incurred figures rather than cash figures.

Type of expense Amount (in crutons) _ _
Total Group/Company Individual/Family
Benefits:
GOE hogspitals 0
Other government facilities 0
Private-for-profit hospitals 123
Other private-for-profit health centers 216
Private non-profit hospitals 437 UNKNOWN UNKNOWN
Other private non-profit health centers 1,020
Reimbursement made directly to policyholder 2,640
Other 0
Total benefits 4,436
Additions to reserves (health business only) 0
Administrative expenses (health business) 564
Surplus or retained earnings (health business) 410
Reporting basis:
Cash

Do the revenue figures above include the health Not Applicable

portion of premiums for combined life/health
policies?

Yes
No —

Please enter total benefits paid under such

combined policiesin the reporting year:

Life

Health
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Filename: Exhibits 7b.1-7b.4
Adapted from NHA Producer's Guide Exhibit 7b.2

Susmania National Health Accounts: Employer Survey

FormID No.___/
1. Genera information
Firm Name: AGGREGATION
Name of Person Interviewed:
Date of interview:
Reporting period - Calendar Y ear 1999 or:

Firm ownership (Circle one.) 1 = State-owned/Para-statal
2 = Private Sector, for-profi

Principal activity (Circle one.) 1= Agricultural
2 =Mining or petroleum extraction
3 =Industria
4 = Wholesale or retail trade
5 = Finance, insurance, or real estate
6 = Services
7 = Other

How many full- and part-time employees on the
last day of the reporting period?

2. Didyour firm provide medical insurancein thereporting Yes
period? No— (Skipto question 3.)

a. Number of employees covered by insurance:

b. Does the insurance cover dependents? Yes
No
¢. How much did your firm pay in premiums? 2,070 (survey error 5%)
d. Do your employees contribute to private health No
insurance? How much? _2/3_ per
Isthisincluded
initem 2c? No

e. Which types of hedlth care services are covered?
(Circle all that apply.)

In-patient curative care

Day cases of curative care
Out-patient curative care

Basic medical and diagnostic services
Medical mental health and substance abuse therapy
Ambulatory surgical procedures
Out-patient dental care

All other specialized medical services
All other out-patient curative care
Services of curative home care
In-patient rehabilitative care

Day cases of rehabilitative care
Outpatient rehabilitative care
Services of rehabilitative home care
In-patient long-term nursing care

Day cases of long-term nursing care

XXX XX XXXXXXXXXXX
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3. During the reporting period, did your firm reimburse
employees for medical expenses they incurred?

a. How much did your firm provide to employeesin
direct reimbursements?

b. Which types of health care services does your firm
reimburse? (Circle all that apply.)

c. Does your firm keep records on the amount spent to
reimburse for services purchased at private and public
hedlth care facilities?

4. During the reporting period, did your firm provide on-
site health services for employees?

a. How much did your firm spend to provide on-site
health services?

b. Does the government or any other non-
governmental organization make contributions which
support your health facilities? If so, how much?

¢. How many health care facilities does your company
provide? Where are they located in the country?

d. What types of health services are available in these
facilities? (Circle al that apply.)

e. Do employees pay for services and/or medication
offered in these facilities?

5. Doesthe government or any other organization make a
contribution to health care benefits provided by your
firm?

Long-term nursing care: home care
Clinical laboratory

Diagnostic imaging

Patient transport and emergency rescue
All other miscellaneous ancillary services
Prescribed medicines

Over-the-counter medicines

Other medical non-durables

Glasses and other vision products
Orthopedic appliances and other prosthetics
Hearing aids

XXX XXX XXXXXXX

All other miscellaneous medical goods

Yes

No— (Skipto question 4.)

NONE

Inpatient
Outpatient
Drugs
Other

X X X X

R Public facilities
Private facilities

Yes
No— (Skipto question 5.)

3,024 (survery error 5%)

Yes —» How much?
No

Medico-technical devices, including wheelchairs

X Inpatient
_ X_>Outpatient

X Drugs

X Other

Yes —» How much?

Yes — How much?
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;itlizget‘g:jef:rg:ﬁhli\?li—tbs’\7Pbr.(:)L<;l712:r's Guide EXthIt 7b3
Susmania National Health Accounts:
Government of Susmania/Ministry of Health Survey of External Aid
Contributionsto Health

Instructions: The Ministry of Health is conducting a study to estimate the total amount of health
financing in Susmania and how health funds flow from sources to users. In the space below, please
indicate the projects that your organization supports, the amount you contributed in 1999, and the
name(s) of the institutions that benefited from your contributions. We are particularly interested in
knowing who used your contributions, so please be specific. For example, if contributions were made
to the GOE please indicate whether the beneficiary institution was the MOH, MOE, etc. If District
Health Teams were the beneficiaries, please list which ones. Similarly, please list the NGOs that
received support. Thank you.

The information provided will be treated with strict confidentiality.

1. Generd information
Donor Name: AGGREGATION

Respondent Name:

Date:

Phone Number:

Reporting period - Calendar Year 1999 or:

2. Project funding during the current reporting period (only show funds actually disbursed)

Amount
Project Title Contributed .(USE Beneficiary Institution(s)
most convenient
currency)
1. Bilateral family planning program with L
o 1,538 Ministry of Health
Ministry of Health
2. Project Hope screening program 1,653 Susmania Red Crescent
3. Project Hope pilot test of smoking 200 Coastal Region Health
cessation campaign Department
4. Medecins sans Frontieres local hospital 599 Given Directly
5. Total 4,090

(Add another sheet for more projects)

3. Pleaseindicate the amount that your organization spent in the current
reporting period to support your activities (i.e. administration,
program support) in Susmania as well as the amount spent on
technical assistance not included in the amounts above. (Please
identify currency unit.) NONE
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Filenama: Exhibits Tb.1-Tb 4
Adapted from MHA Producers' Guida

Exhibit Th.4

Susmania National Health Accounis: Special Tabulation

of Household Survey

Category of Expenditure Amount
Pavmemnts to MILA 11,626
Pavments o private medical insurance 4 400
Co-payments a1 hospitals 13 643
Co-payments at polyelinics 11,965|
Purchase of prescription drugs 41042
Paymenis to other health practifioners 19,763
Tatal 102 439

Prepared by Susmania Statistical Committes 28/05/2000

MOTE: Estimates have a 5% margin or errer at the 95% confidence level.
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7c. Susmania Case Study Il — Filling in the
FA x Func and P x Func Tables

Directions: Using the combination table/worksheet that follows, read the following questions and
write the appropriate expenditure estimates in the table shell.

In order to create the two tables (FA x Func and P x Func tables) the NHA team finds it easier to
begin the process by attempting a FA x P x Func combination table. The first step, which has been done
for you, isto organize the general row and column headings (see worksheet). Assume you have already
completed the FA x P table and therefore you have the totals for FAs and Providers.*

Totals for Financing Agents (as taken from the FA x P table)

NHA Code Entity Expenditure Amount
HF.1.1.1.1 MOH 7,839
HF.1.1.1.3 MOD 8,569
HF.1.1.2 Regional government 41
HF.1.2 NIA 20,802
HF.2.1.1 Government group insurance 109
HF.2.3 Households 308
TOTAL 37,668

Totals for providers (as taken from the FA x P table)

NHA Code Entity Expenditure Amount
HP.1.1.1.1 MOH General Hospitals 9,387
HP.1.1.1.2 Ministry of Defense Hospitals 8,569
HP.1.1.1.3 Regional General Hospitals 19,712
TOTAL 37,668

Y ou receive the data below and know that these numbers should be placed in the table. To your

surprise, you learn that this has already been done for you (by the NHA fairy!).

Regional general Households NIA Gov. employee
hospitals insurance Program
(GEIP)
Inpatient 0 9,422 60
Outpatient 201 4,640 49
Total 201 14,062 109

! Please note that this case study is an abbreviated version of the complete table for Susmania, as it does not
include traditional healers, employer clinics, pharmacies, or donor hospitals.
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1. Place the above totals in the appropriate cells on your combination table shell.
2. MOH genera hospital records state the following totals (for all MOH hospitals combined):

General administrative (GA) expenses (3,676 Cr). You learn that the GA estimate includes capital
formation of 717 Cr.

TOTAL inpatient expenditures were 4,693 Cr.
Outpatient care 1,018 Cr.
How will you alocate these estimates in the appropriate cells of the table?

a) Where does the capital formation estimate go?

b) How do you handle general administrative estimate?

Finally, input inpatient and outpatient estimates.
3. Interms of FAsthat contribute to MOH hospitals:

a) You learn from the household survey that households pay 107 Cr at MOH hospitals and the
full amount goes to co-payments for outpatient care. Where do you place this estimate in your
table?

b) Youlearn that NIA has reimbursed the MOH for servicesincurred by NIA’s beneficiaries.
NIA’stotal payment to MOH is 6,740 Cr; 88 percent of this amount goes to inpatient curative
and the remainder to outpatient curative. Place NIA’s contribution to MOH hospitalsin the
appropriate cells of the table.

¢) Youlearn that the only other contributor to MOH facilitiesis the MOH itself. What is the
MOH share of expenditures going to its hospitals? And what is the subsequent functional
breakdown? Y ou learn that MOH contributes the full capital formation costs for its facilities.

Now check to see that the rows add up for MOH hospitals.
4. For regional government hospitals:

a) From the regional hospitals you discover that their TOTAL expenditures are 19,712 Cr. Thisis
broken down functionally into 12,419 Cr for inpatient and 7293 Cr for outpatient. Place these
estimates in the appropriate cells.

b) You learn that regional governments spend 41 Cr total at their own hospitals. The MOH pays
5,299 Cr total for regional hospitals. But the functional breakdown for these two FAsis not
known. You also know that these are the only two remaining FAs (not previously accounted

for) that contribute to regional hospitals.

¢) What do you do? How do you account for regional government and MOH functiona spending
at regional hospital s? Estimation technique.
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5. You receive the following breakdown of expenditures at MOD general hospitals. The breakdown does
not exactly match ICHA classifications.

A cost study conducted by Chris Jay University estimated that the ratio of inpatient to outpatient

costsis 3:1.

Y ou learn the MOD is the only contributor of expenditures at its hospitals.

MOD general hospital 8,569
expenditures
7.01.01 Salaries 1963
7.01.02 Drugs 1227
7.01.03 Laboratory and x-rays 981
7.01.04 General admin costs 573
7.01.05 Meals 41
7.01.06 Laundry 40
7.01.07 Maintenance 900
7.01.08 Construction 717
7.01.09 Janitorial services 491
7.01.10 Medical equipment 1636

a) How would you classify these expenditures as ICHA functional categories?

b) What expenditure estimates would you use? Enter them into the table.

6. Now that you have completed the combination table, your next task is to separate the expenditures into
1) FA x Func Table and the 2) P x Func table (for purposes of this exercise, the NHA fairy has
completed this table for you). Use the new handout to complete the FA x Func table.
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Worksheet

Susmania NHA Combination Table of Financing Agent by Providers and Function

Provider and Function

Financing Agent

HF.1.1.1.1
Ministry of
Health

HF.1.1.1.3
Ministry of
Defense

HF.1.1.2
Regional
government

HF.1.2
NIA

HF.2.1.1
Government
Employee
Insurance
Program

HF.2.3
Households

Total

Check
against
FAxP

HP.1.1.1.1 MOH general
hospitals

HC

HC

HC

HC

HC

HP.1.1.1.2 MOD hospitals

HC

HC

HC

HC

HC

HC

HP.1.1.1.3 Regional
general hospitals

14,062

109

201

HC.1.1 Inpatient curative

9,422

60

HC.1.3 Outpatient
curative

4,640

49

201

Total FA spending

14,062

109

201

Check against FA x P
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Financing Agents by Function Table

Financing Agent
HF.1.1.1.1 HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1 HF.2.3
Function Ministry of [ Ministry of Regional NIA Government | Households
Health Defense Gouvt. Employee Total

Insurance
Program

HC

HC

HC

HCR

Total FA spending

Check against FAxP 7,839 8,569 41 20,802 109 308 37,668
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Unit 8: Interpreting Results and Policy
Implications

J Application Questions

Directions: What policy issues and concerns are raised by the data below concerning Susmania's
health sector? Please write your answers in the space provided below.

Table 8.1: Health Expenditure as a % of Gross Domestic Product

Year % of GDP
1989 2.60
1990 2.60
1991 3.00
1992 3.20
1994 8.00
1997 14.96

OECD avg 1997: 8%

Table 8.2 Percentage of Population Covered by Various Financing Agencies

Financing Agency Percent of Population Covered

National Social Security Fund (NSSF) 32.43
Civil Servants Insurance Fund (CSC) 5.40
Army 8.78
Family Social Insurance (ISF) 2.11
General security & state security 0.46
Private insurance 8.00 (complete coverage)

4.60 (gap insurance)
MOH 42.70
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Table 8.3: Financing Agents and their Supervisory Ministry

Financing Agency

Supervising Ministry

NSSF Ministry of Labor

CsC Presidency of the Council of Ministers
Army Ministry of National Defense

ISF Ministry of Interior

General security & state security

Ministry of Interior

Private insurance

Ministry of Economy and Commerce

Mutual funds

Ministry of Housing and Cooperatives

MOH Ministry of Health

Table 8.4: Sources to Financing Agents FY 1997 (millions of crutons)

MOF Firms Households Total

MOH 164 164
CSC 27 27
NSSF 36 95 131
Army 54 54
ISF 45 45
General 4 4
security
Security of the 1 1
state
Mutual funds 10 8 18
Private 0 157 157
insurance
Households 0 0 785 785
Total 341 260 785 1386
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Table 8.5: Financing Agents to Providers FY 1997 (millions of crutons)

MOH CSC | NSSF | Army ISF General State Mutual Private Households Total
Security | Security Funds Insurance
MOH 23 23
Army 16 16
Private OP facilities 8 13 66 13 14 2 0.5 6 600 722.5
Private hospitals 128 14 65 25 31 2 0.5 12 157 185 619.5
Others 5 5
Total 164 27 131 54 45 4 1 18 157 785 1386
Table 8.6: MOH Expenditures on Selected Health Services (crutons)

Service Expenditure Number of beneficiaries

Dialysis 13,615,918 1022

Open-heart surgery 18,832,314 1400

Drugs for chronic diseases 25,300,000 6184

Total 57,648,232 8606
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Table 8.7: Health Indicators for Susmania

Country Life expectancy Infant mortality rate Total fertility Maternal mortality rate
at birth per 1000 live births rate in 1999 per 100,000 live births
(WHO, 2000) (UNICEF, 2000) (WHO, 2000) (WHO, 2000)
Djibouti 45 (M), 45 (F) 111 5.2 740"
Egypt 64.2 (M), 65.8 (F) 51 3.2 170
Iran 66.8 (M), 67.9 (F) 29 2.7 37
Jordan 66.3 (M), 67.5 (F) 30 4.47 41*
Susmania 58 (M), 58 (F) 80 4.3 100
Morocco 65 (M), 66.8 (F) 57 2.9 230
Tunisia 67.0 (M), 67.9 (F) 25 2.5 70
Yemen 57.3 (M), 58.0 (F) 87 7.4 350°
OECD Countries* 73.2 (M), 79.6 (F) 12 25 8.5
T Latest available data from 1989-90
* Jordan officially reports an MMR of 132 as of 1997 (NHA Exec Summary)
$Yemen officially reports an MMR of 1200 and a TFR of 7.6 (Yemen NHA Report)
#1996 estimate, 6 of the 29 OECD countries did not report MMR estimates
Table 8.8: Distribution of Employed Population by Gender
Category Number Percent
Males 962,726 79%
Females 260,047 21%
Total Population 1,222,773 100%
Population of Susmania: 4 million
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| Unit 9: Institutionalizing NHA

J Application Question

1. Draft your country’ s ingtitutionalization framework for NHA:

a) List theissues and challenges to institutionalization in your country in the table below,
depending on which step you believe the challenge will affect the most.

b) Based on class discussion and what you have learned regarding other country strategies
towards institutionalization, write down the strategies that you feel are most feasible in your
country asit strives to achieve each of the four steps described below?

Developing an NHA Institutionalization Framework for (Country)

Steps to Strategy to reaching each institutionalization step
Institutionalization
1. Creating demand for | Issues and challenges:
NHA by
policymakers

Strategies selected:

2. Housing NHA Issues and challenges:

Strategies selected:

3. Establishing Issues and challenges:
standards for data
collection and

analysis Strategies selected:
4. Instituting data Issues and challenges:
reporting

requirements

Strategies selected:
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| Unit

Answer:

Answer:

Answer:

1

1: Conceptual Overview of NHA

I Possible answers to discussion questions

Question 1: In order to get a comprehensive overview of the financia
status of a health system, what type of information should be collected:
I expenditure information or budgetary information? Why?

Expenditur e information. This allows for a more accurate assessment of what is spent on
health care by a country. Though funds may be budgeted for certain functions, they may not be
spent accordingly. Also, budgetary information can only be collected for major institutions,
generaly governments, and not from other key contributors to health care financing, such as
households. Expenditure data can reflect the financial cost of major disease burdens or
epidemics, whereas budget information merely estimates future needs. Ultimately the
budgeting process can benefit greatly from knowing how much has aready been spent to
deliver servicex.

Question 2: What types of issues or concerns arise when inaccurate and
non-standardized expenditure information is used by international
organizations?

In the course of discussion to this question, participants should mention the following points:

Often donors use internationally published estimates in their decision making about how much
to allocate to which country and which sector. Inaccurate or inconsistent estimates may lead to
misguided decisions regarding donor funding allocation decisions.

Estimates collected using different methodol ogies also hinder cross-country comparisons of
expenditures. Policymakers are not able to compare their country’ s spending patterns with
others, and useful lessons —for example, how one country can spend less on health but have
better health outcomes — may not be shared with other countries. The inability to do cross-
country comparison also has adverse implications for international researchers and their efforts
to offer countries sound technical assistance to improve health system performance.

Question 3: What indicators — besides health care spending as a
percentage of the GDP — can NHA results produce and how are they
relevant?

For example,

Public health expenditures as percent of total health spending — to ascertain government’s
rolein providing health careto its population

Household expenditures as a percent of total health spending — to estimate the burden of out-
of-pocket expenditures borne by households

Donor expenditures as a percent of total health spending — to evaluate how much the
government will have to allocate in the future after the donor aid ceases
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| Unit 2: Planning the NHA Activity

I Possible answers to discussion questions
Question 1: Who is, or could be, the NHA advocate in your country?

Question 2: Who are the “team leaders’ and “technical” team members
in your country’s NHA team?

I Question 3: List the names of organizations, institutions, associations,

etc. in your country that could be represented on the steering committee.

Question 4: Draw an organogram that depicts the relationship of
members within the NHA team and the rel ationships of the team to the
NHA steering committee.

Question 5: Draft your country’s NHA workplan. (Table G)

Answer: There are no right or wrong answers for the questions posed in Unit 2. Each country team

should approach the questions according to their own country contexts.
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Unit 3: Defining Expenditures and
Boundaries

I Possible answers to discussion questions

Question 1: Should expenditures on the following health care activities

be included in NHA? Justify your answer.

a) Health care in prisons provided for and paid for by the Ministry of
Justice

b) Disposal of used syringes and gloves at a health clinic

Answer:

a) Yes. Remember that NHA uses a“functional” definition of health care expenditure, and,
therefore, it includes all expenditures on health care activities regardless of who/what pays.

b) Yes. This procedure impacts environmental health care.

Question 2: What is your country’s space boundary with respect to

NHA? Justify your answer.

a) Will you include health care spending by foreign nationalsin your
country?

b) What donor expenses will you capture in your NHA? For example,
will you exclude all administrative and foreign technical assistance
costs?

Answer: There are no right or wrong answers for this question. Each country team will approach the
guestions according to their own country contexts.

time period (give dates) will you be estimating NHA expendituresin this

Question 3: What is your country’ s time boundary for NHA? For what
round of NHA?

Answer: There are no right or wrong answers for this question. Each country team will approach the
guestions according to their own country contexts.

Question 4: Will your country NHA include any health-related
activities? If so, which ones and why (what is the policy interest)?

Answer: There are no right or wrong answers for this question. Each country team will approach the
guestions according to their own country contexts.
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I Possible answers to application questions

I Functional Definition Exercises

Exercise 1.

Persistent shortage of rainfall has caused the ManNariver to dry up
significantly. The severe drought has made it necessary to expand the
country’ s water and sanitation infrastructures, and institute water control
surveillance systems to monitor water potability. Because of the
detrimental effects of drought on the nation’s food baskets, the MOH has
set up nutrition programs where expectant mothers and children receive
food and vitamin supplements. A number of donor agencies also provide
food aid. The donorsincur administrative as well asfood costsin
implementing the food program.

Do you include expenditures either as direct or health care-related (specify which one) on:

m  Water and sanitation infrastructure?
m  Water control surveillance?

m  Food relief programs?

= Vitamin supplements?

m  Donor administrative costs (donor office in country)?

Answersto Exercise 1:

m  Water and sanitation infrastructure: No, thisis outside the functional definition of health
because construction and maintenance of large urban water supply systemsis primarily to
provide water to the population.

= Water control surveillance: Yes, although thisis outside the functional definition of direct
health care expense, it can be considered “health care-related” because its primary purposeis
to eliminate water-borne diseases. If it isimportant for policy, include it as a health care-
related expense (HCR.4).

m  Food relief programs: No, thisis outside the functional definition of health, because, its
primary purposeisto eliminate hunger and provide general income support — not necessarily
to improve health (side-effect of food relief programs).

= Vitamin supplements: Yes, although thisis outside the direct functional definition of health,
if it isimportant for policy, include it as a health care-related expense (HCR.4) asthese
vitamin supplements aim to assist recovery of acute malnutrition.

m  Donor administrative costs (donor office in country): No, because donor administrative costs
generally have no policy relevance to the country. Donor expenses (i.e., hiring of foreign
nationals) do not reflect local financial realities and therefore overestimate the costs.
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I Functional Definition Exercises

Exercise 2:

The World Bank has given a $3 million loan to Susmaniato upgrade its
primary health care facilities. Can you include this loan and its interest
payments as a health expenditure? If so, what entities are considered the
source of funds for the loan and/or interest payments?

Answers to Exercise 2;

The loan would be deemed an MOF expenditure, because, unlike grants, loans are repaid by the
national government. Y ou would include interest payments in the year they are due but place
them in the “ other” category (accrual, not cash).

I Functional Definition Exercises

Exercise 3:

Household surveys have shown high use of traditional healers. A
preliminary Medical Association study shows that most treatments used
by traditional healers are not effective. As aresult of the study, the
Medical Association is offering grants to study the effectiveness of
medications delivered by traditional healers. The Association also offers
scholarships to students who will go to rura areas and work with
traditional healers. As afurther result of the study, the MOH is allocating
some of its resourcesto train its personnel to deliver servicesin amore
culturally sensitive way.

Do you include as either direct or health care-related (specify which one):

m  Expenditures on ineffective treatment administered by traditional heaers?
= Expenditures on lucky charms and talismans?

m  Payment in kind/barter exchanges for the services?

m  Research grantsto study traditional healer approaches?

m  Scholarships for students to work with traditional healers?

m  Resources alocated to train MOH personnel?

Answersto Exercise 3:

m  Expenditures on ineffective treatment administered by traditional healers? Yes, if the
primary purpose of purchasing the treatment was to improve health.

= Expenditures on lucky charms and talismans? This is debatable; however, many countries
have chosen to include these as health expenditures. The argument is that such charms are
bought to improve one’' swell-being or general health disposition.

m  Payment in kind/barter exchanges for the services? Y es, but in-kind payments should be
monetized at the current value. Thisusually is done by going to the local market to
determine the value of the bartered object (chicken, etc).
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m  Research grantsto study traditional healer approaches: Yes, it can be included as a health
care-related expenditure if its primary purpose of research is to improve programme
performance. (HCR.3).

m  Scholarshipsfor studentsto work with traditional healers. No, because the primary purpose
of the scholarship is to educate students and not directly for health care.

m  Resources allocated to train MOH personnel: Yes, it can be included as a health care-related
expenditure (HCR.3).

I Time Boundary Definition Exercises

| Exercise 4:
In Susmania, government clinics refer patients to a specialty hospital for
secondary and tertiary care. The government reimburses the hospital for
the servicesin alump sum that is paid in the subsequent fiscal year. In
2001, the hospital purchased five dialysis machines to treat the additional
referral patients; the government reimburses the hospital in 2002.

Do you include in the NHA for 2001

m  The 2001 hospital expenses that the government reimburses in the subsequent year?
m  The operating costs incurred on diagnostic equipment in the specialty hospital ?

m  The purchase of the five dialysis machines?

Answers to Exercise 4:

m  Thereimbursed expenses that are paid in the subsequent year: Y es, because the actual
service was delivered in 2001. NHA uses the accrual method to define its time boundary.

m  Theoperating costs incurred on diagnostic equipment in the specialty hospital: Yes,
operating costs will be included as a direct health care expense.

m  The purchase of the five dialysis machines: It can be included as a health-related function,
classified under “HCR.1 Capital formation for health care provider institutions.”

I Time Boundary Definition Exercises

Exercise 5:

Once every five years the Susmania MOH conducts a household health
care utilization and expenditure survey. The last one was conducted in
2000. Now in 2003, the NHA team is conducting the first round of NHA.
The expenditure data collected are for the current year except for
household out-of-pocket expenditures. In addition, to these data being
outdated, the Susmanian currency (cruton) has been volatile, with wide
fluctuationsin its value in the international markets.
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Do you include:

m  Out-of-pocket expenditures from 20007 If so, how?

m  Which exchange rate (start of 2004, end of 2004, the currency in 2000, or other time period)
would you use to translate the Susmanian cruton into US dollars for international
comparison?

Answersto Exercise 5:

m  Out-of-pocket expenditures from 2000 If so, how: Y es, based on the year 2000 estimations,
the out-of-pocket expenditures have to be extrapolated for the year 2004 by using the yearly
inflation/deflation rates.

m  Which exchangerate (start of 2004, end of 2004, the currency in 2000, etc) would you use to
trandate Susmanian Crutons into USdollars for international comparison: The average
exchange rate for 2004.

J Space Boundary Definition Exercises

Exercise 6:

Sharmeen Scherzade is a government employee and is enrolled in the
National Insurance Program. Sheis diagnosed with arare form of red
blood corpuscles disease and needs surgery. There are no physicians or
facilities in her home country that perform the complicated surgery.
Sharmeen is flown to the Royal College of Surgery hospita in London
for the treatment. She successfully undergoes the surgery, and recovers
with extensive post-operative care. Her family spends three months with
her in London. All of the medical expenses are borne by the National
Insurance Program.

Do you include:

m  Scherzade and her family’ s airfare to London and back?

m  Surgery expenses?

m  Post-operative care expenses?

m  Hospital charges?

m  Doctor fees?

m  Thefamily’sliving expenses for three monthsin London?

Answersto Exercise 6:

m  Her and her family sairfare to London and back: Y es, because NIP is paying the costs as
part of Sharmeen’ s health care costs. Note, NHA does include spending by citizens
temporarily abroad, whether or not their care is funded out-of-pocket or paid by the
government.
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m  Surgery expenses: Yes.

m  Post-operative care expenses: Yes.
m  Hospital charges. Yes

m  Doctor fees: Yes.

m  Scherdzade family sliving expenses for three months in London: No, because thisisnot a
directly related health care cost. Also, the living expenses for the family would have been
incurred by the family regardless of the country location.

I Space Boundary Definition Exercises

| Exercise 7:
A good medical infrastructure, and highly skilled physicians and support
staff makes Susmania a natural destination for medical tourism. In fact, a
conscious decision was made by the government to attract medical
tourists from neighboring countries. The MOH provides subsidized
housing arrangements for the family, effective financial networks to
facilitate payment for hospital fees, etc.

Do you include:

m  Health expendituresincurred by foreign nationals in Susmania?

m  Subsidized housing for the family members of medical tourists?

Answersto Exercise 7:

m  Health expendituresincurred by foreign nationals in Susmania: Y es, because thereis strong
policy relevance for collecting thisinformation.

m  Subsidized housing for the family members of medical tourists: Y es, again because of the
policy relevance and also because the MOH is financing the housing.

I Space Boundary Definition Exercises

Exercise 8:

In the neighboring country of DeKar, less than 1 percent of the total
health care expenditures are incurred by foreign nationals, and the MOH
has no interest in devel oping the medical tourism industry.

Do you include:
m  Health expendituresincurred by foreign nationalsin DeKar?
Answer to Exercise 8:

m  Health expenditures incurred by foreign nationals in DeKar? No, because there is no policy
relevance to the country and amount is less than the recommended 2 percent threshold.
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| Unit 4: Classifications and the Framework

I Possible answers to discussion question

Question 1:
What is social insurance? When isit deemed private or public?

Answer: Inthe simplest form, when insurance is mandated by decree (by law or made compulsory by
the employer) it isregarded as social insurance. How the insurance fund is managed determines
whether it is private or public social insurance.

I Possible answers to application questions

Exercise 1:
Sort the entities below into financing sources, financing agents,
providers, and functions.

Administration of National Insurance Program
Ambulance transport

Armed Forces Medical Services
CATSCAN

Central government hospital
Dental care

Elderly nursing care

Family Planning Clinic

Health Foundation (NGO)

Health prevention and education program
Hearing aids

Households

Inpatient care

International Development Agency (IDA)
Lab test

Medica University

Midwife

Ministry of Finance

Ministry of Health

Ministry of Justice

Ministry of Education

National Airline Company
National Insurance Program (NIP)
Oil and Natural Gas Commission
Private clinics

Private firms, e.g., Coca-Cola
Private Insurance Inc.

Private pharmacies

Public pharmacies

Salaries of doctors

Salaries of MOH personnel
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Traditional healer
Women' s Health Clinic (NGO)

Exercise 2:
Assign the ICHA codes to the above entities.

Answersto Exercises1 and 2:

Administration of National Insurance Program (Function HC.7.2.1 — Health administration and
health insurance; social insurance)

Ambulance transport (Function HC.4.3 — Patient transport and emergency rescue)

Armed Forces Medical Services (Financing Agent — HF.1.1.1 Central govt. excluding social
security funds, Provider — depends on the type of service delivery)

CATSCAN (Function HCR.1 — Capital formation for health care provider institutions)

Central government hospital (Provider HP.1.1.1 — Public general hospitals)

Dental care (Function HC.1.3.2 — Outpatient dental care)

Elderly nursing care (Function HC.3.3 — Long-term nursing care

Family Planning Clinic (Provider HP 3.4.1 — Family planning centers)

Health Foundation (FS.2.3.1 Non-profit institutions — Health Foundation and HF. 2.4 — Non-profit
institutions serving HH)

Health prevention and education program (Function HC.6 — Prevention and public health
services)

Hearing aids (Function HC.5.2.3 — Hearing aids)

Households (Financing Sources FS.2.2 — Household funds and Financing Agents HF.2.3 —
Private household out-of-pocket payments)

Inpatient care (Function HC.1.1 — Inpatient curative care)

International Development Agency (FS.3 — Rest of the world and HF.3 — ROW)

Lab test (Function HC.4.1 — Clinical laboratory)

Medical University Hospital (HP.1.2 — University general hospitals)

Midwife (Provider HP.3.3.1 — Office of other health practitioners — midwife)

Ministry of Education (Financing Agent HF.1.1.1.2 — Central govt. revenue — Ministry of
Education)

Ministry of Finance (Financing Source FS.1.1 — Territorial govt. funds)

Ministry of Health (Financing Agent HF.1.1.1.1 — Central govt. revenue — MOH or can be [rarely]
a financing source FS.1.1.1 — MOH)

Ministry of Justice (Financing Agent HF.1.1.1.3 — Central govt. revenue — Ministry of Justice)
National Airline Company (Most often Financing Agent HF.2.5.1 — State-owned enterprises
depending on how autonomous the airline is, it can be placed under either public or private sector
classification. Occasionally, it can be classified as a source, FS.1.3. (Recommended by the PG)
National Insurance Program (Financing Agent HF.1.2.1 — Within social security funds — public
social insurance)

Oil and Natural Gas Commission (Most often Financing Agent HF.2.5.1 — State owned
enterprises, depending on how autonomous the commission is, it can be placed under either
public or private sector classification. Occasionally it can be classified as financing source FS.1.3)
Private clinics (Provider — HP.3.1.1 — Office of private physicians)

Private firms (Financing Source FS.2.1 —Employer funds)

Private Insurance Inc. (Financing Agent — HF.2.2 Private Insurance Enterprises)

Private pharmacies (Provider HP.4.1.1 — Private dispensing chemists)

Public pharmacies (Provider HP.4.1.2 — Public dispensing chemists)

Salaries of doctors* (trick question!) Salaries have to be divided proportionally among the
functional classifications of inpatient and outpatient care. The same applies to maintenance.
Salaries of MOH personnel (Function HC.7.1.1 — General govt. administration of health)
Traditional healer (Provider HP 3.9.3 — Offices of other health practitioners — Traditional healers)
Women's Health Clinic (NGO) (Provider HP.3.4.9 — All other outpatient community and other
integrated care centers)
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Exercise 3:

If thisis an in-country training, what are the main health care entitiesin
your country and how would you sort them into financing sources,
financing agents, providers, and functions? List them in the blank tables
on the pages that follow.

Answer: When developing country classifications, there are no right or wrong answers but we encourage
countries to classify their health care expenditures according to the ICHA.
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| Unit 5: Collecting Data

I Recommended answers to discussion question

Question 1:
What types of data sources are available in your country(ies) and what
| aretheir strengths and weaknesses?

Answer: There are no right or wrong answers for the questions posed in Unit 5. Each country team will
approach the questions according to their own country contexts.
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Unit 6: Organizing the Data for Filling in the
Tables

Answer:

Answer:

Answer:

Answer:

I Possible answers to discussion questions

Question 1a)

Household user feesincurred at MOH hospitals are returned to the MOH
and not retained by the provider. Where are those fees captured in the FA
x Ptable? Why?

Households are FA for the amount of fees. Therefore, spending by government is a net of those
fees. If MOH operates a hospital at a cost of 2500 Cr. MOH hospital collects 150 Cr from user
fees. Therefore, HH as FA would be 150 Cr and MOH would be FA for 2500-150= 2350.

Question 1b)

Household user feesincurred at MOH hospitals are returned to the
Ministry of Finance (as part of general tax revenue) and not retained by
the provider. Where are those fees captured? Why?

Households are FA for the amount of fees. Therefore, spending by government is a net of those
fees. If MOH operates a hospital at a cost of 2500 Cr., MOH hospital collects 150 Cr from user
fees. Therefore, HH as FA would be 150 Cr and MOH would be FA for 2500-150= 2350.

Question 1¢)
Household user feesincurred at MOH hospitals are retained by the
provider. Where are those fees captured? Why?

Households are FAs. Their user fees are considered supplemental to MOH resources given to
provider. Therefore, there is no need to subtract the fee amount from the MOH (FA) amount
designated for hospitals. It would be in the cell that is the intersection of HH as FA and MOH
hospital as provider in the FA x Ptable.

Question 2.
What are some common data conflicts?

For example, USAID gives $1 million in aid for instituting a vaccination program in Country
X, but the MOH spends only $800,000 of the $1 million. From USAID’ s perspective, the
expenditure is $1 million, whereas from MOH'’s perspective, it is $800,000. In such a situation,
the country captures only the actual expenditures that the country incurred on the vaccination
program, i.e., $800,000 in the given year.
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| Unit 7: Susmania Case Studies

I Possible answers to application question

7a. Susmania Case Study | — Filling in the FS x FA
Table

Answers:
1. You begin to populate the table by disaggregating the received FA funds by their original sources:
i.e., government revenue, private revenue, and rest of the world funds. In order to do so, you start
by analyzing government FAs. After thorough research and investigation, you learn that:

s MOE and MOD get their funds only from MOF

m  Donorsgave 1,538 Cr to MOH. Y ou learn that the MOH getsits funds from only two
sources: MOF and donors

What cells can you fill in for the MOE, MOD, and MOH based on the above information?

For the MOE and MOD cédlls:
Because you know that MOE and MOD get their funds from only ONE source, you can repeat their
row totalsin the Central Govt. x MOE and the Central Govt. x MOD cells.

m  Place 329 for MOE in the Central Govt. x MOE cdll
m  Place 635 for MOD in the Central Govt. x MOD cell

For the MOH cells:
m  Because you know that donors gave 1538 Cr to the MOH, you can place this amount in the
Rest Of World x MOH cell.

m  Because you also know that MOH getsits funds from ONLY TWO SOURCES, by logic it
follows that the remaining funds [MOH total (32096) — amount given by donors (1538) =
30558] received by MOH should be placed in the Central Govt. x MOH cell (30558)

2. The MOH is usualy afinancing agent, but in some instances it can be afinancing source: In
Susmania, the team learns that MOH gives grants to the regional government (986 Cr) and the NIA
(1,106 Cr).

a) Where do you account for the grants' funds?

Because the MOH in this caseis a SOURCE of funds, you need to create a second column within
Central Govt.t Revenue. This second column will be S1.1.2 MOH and the first column will be S1.1.1
MOF (make sure that the numbers from the first question are placed in this column).

= Now you can place the 986 amount for grantsin the MOH x Regional Govt. Cell and
= You can place the 1,106 amount for grantsin the MOH x NIA Cdll.
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b) Based on thisinformation, how do you reduce the FA TOTAL figure for the MOH?

Remember, in the original list of total expenditures for each stakeholder, the MOH reported that it
expended 32096 Cr. This amount was automatically allotted to the row total cell for MOH asa
financing agent. However, when the MOH also started to act asa “ financing source,” the row total
for MOH as a FA had to be reduced. You will need to subtract MOH expenses as a source

(986+ 1106=2092) from the 32096 amount. Therefore, the new MOH financing agent total is 32096-
2092 = 30004.

¢) Fill in the remaining POSSIBLE cells for MOH as a financing agent.

With the new total for MOH as a financing agent, the previously estimated amount (estimated by
subtracting MOH row total —rest of the world amount) for MOF x MOH will have to be adjusted.
Now use the new MOH row total and subtract the ROW amount; therefore, 30004-1538= 28466

3. Your team finds that the MOH reimburses (11,772 Cr) the regional governments for hospital
services provided to unemployed people (on behalf of the MOH). Note that regional governments
get their health funds from regional taxes and from the MOH.

a) Which is the financing agent in this case? The MOH or the regional governments?

The MOH isthe FA, because it controls where the money is used and asks the regional government
hospital to serve as a conduit or a pass through on behalf of the MOH.

b) Thisamount (11,772 Cr) has been double-counted: once with the MOH and once with the
regional governments. How do you eliminate the double-counting from regional governments?

Subtract the 11772 from the original regional government row total of 21015. Therefore, the new total
x regional government cell will be 21015-11772= 9243.

¢) With the remaining amount for the regional governments (i.e. not allocated to grants, or
reimbursements), where do you place that number?

Refer to the information provided in the question, i.e., that regional governments receive their funds
from only two sources. local taxes and MOH. Because the participants have already examined the
MOH, they know that the remaining amount of local taxes will be 9243-986=8257. Such local taxes
will be reflected in the regional government as a financing source and so a new column will need be
created and the amount will need to be placed in a “regional government x regional government”
cell.

4. Moving on to National Insurance Agency:

a) Where would you put “interest income” (566 Cr), which is used to help pay the benefits and
administration expenses provided by the NIA?

Create an “ other” category within the public (FS 1.2 other public funds) sources columns. The
interest income is included because it is used towards the health benefits of beneficiaries (i.e., itisa
health expenditure). Place the 566 amount in the FS 1.2 other public fundsx NIA cell.
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b) NIA does not have records on what proportion of revenue is received from employers and
employees. However, you learn that the norm in the public sector isaratio of 3:1, employersto
employees. Allocate the remaining amount between employers and employees (excluding the
interest income and the MOH grant). Note thisisan ESTIMATE.

NHA experts suggest using the normratio of 3:1 to divide up the remaining amount [ 60837-
(1106+566)=59165] between employers and empl oyees.

m  Therefore, employees (or households) contribute roughly 59165/4= 14791. This amount
should be placed in the Households x NI A cell

m  Employer fundswill be: 14791 x3= 44374 and this amount is placed in the Employer x NIA
cell.

5. Government Employer Insurance Program (GEIP): is an insurance program for government employees
ONLY:;; it receives funds from the government and employees.

a) GEIPisunableto distinguish between employer (note: government can be the private employer)
and employee contributions. The rules governing the fund state that one-quarter of funds be
collected from employees and the remainder from the employer. How would you distribute its
total of 563Cr?

Use the same estimation technique as before.

m  Theemployee contribution is 563 x 0.25 = 141 in the household x GGI cell x 0.75 =422 in
the Private Employer x GGI cell. Note: Because the government is catering to only its
employees, it isreferred to as a “private employer.”

6. Private Employer Insurance Program (PEIP)

a) The PEIP company is aso unable to distinguish between employer and employee contributions.
How would you TEMPORARILY dlocateitstotal of 2,130 Cr?

The temporary approach isto keep a placeholder in the appropriate cells and deal with
determining the right numbers at a later stage, after more data have been collected.

m  Placean “x” in the Employer x Private Group Insurance cell
m  Placea“2130-x" in the Household x Private Group Insurance cell

7. What source finances Private Individual Insurance (PIl) (3280 Cr) and where would you place this
amount?

Households are the financing source of Pl1. Place 3280 in households x individual insurance cell.
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8. Your team now finds that the household survey figure for insurance spending varies significantly from
the estimates reported by the insurance companies that you entered in previous questions.

Household Survey reports:
m 14,000 Cr to NIA

m 2,200 Cr to Private Group Insurance
m 3,450 to Private Individual Insurance

What should you do with these conflicting estimates?

Simply place the household survey estimates in the same cells as the previous insurance estimates.
Y ou will need to do some on-the-side investigation to figure out which estimates are more
accurate. Thiswill be dealt with later.

m  Place (14000)h inthe HH x NI A cell next to the previous estimate

m  Place (2200)h inthe HH x PGI cell next to the previous estimate

m  Place (3450)h inthe HH x Private Individual I nsurance cell next to the previous estimate

9. NGOs

a) Receive 1,653 Cr from donors
b) Receive 1,235 Cr from local philanthropy

Enter these estimates in the table:

a) Thisissimple data entry: place 1653 in the Rest Of World x NGO cell

b) Where should local philanthropy be placed? Create a new column under Pvt. Funds FS 2.3 non-
profit institutions serving individuals. Place 1235 under FS 2.3 x HF 2.4 NGO

10. Resolving the distribution ratio of private insurance between households and employers (x)

a) A survey of employers provides a second estimate of premiums paid to private insurance and also
provides the employer/employee split of those premiums (one-third employer / two-third
household)

Again, because we have two estimates and don’t know which estimate is more accurate (this one or
the previous household estimate), place the firm estimates in the same cells

m  Inthe Employers x Private Insurance cell, place 2130/2 = 710
m  IntheHouseholds x Private Insurance cell, place 2130-710 = 1420
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11. Simple data entry
Where do you enter these amounts?
a) AZap reported getting its entire (1905 Cr) funds from its own profits.
b) Firms spend 3024 Cr in their own facilities.

¢) MSF (donor) funds its own facilities at an expense of 599 Cr.

a) Place 1905 in the Employers x Parastatal Cell.
b) Place 3024 in the Employer x Private firms cell
¢) Place 599 in the Rest Of World x External organization cell

12. Starting the reconciliation process

a) Do atrial sum of the columns.
m  Place 29430 in the MOF x Trial Sum total cell

m  Place 2092 in the MOH x Trial Sum total cell

m  Place 8257 in the Regional Government Revenue x Trial Sum total cell
m  Place 566 in the Other Public funds x Trial Sum total cell

m  Place 50435 in the Employer funds x Trial Sum total cell

m  Placea”? inthe Household fundsx Trial Sum total cell — remember you still do not know
which of the two household estimates are correct.

m  Place 1235 in the Non-profit institutions x Trial Sum total cell.
m  Place 3790 in the Rest of world x Trial Sum total cell.

b) After doing thetrial sum you learn that another estimate for the total amount financed by
donors (as sources) is 8180 Cr. Place thisin the “ estimated total” row.

Place 8180 in the Rest of world x estimated total cell
13. Toreconcile amounts:

a) You learn that the NIA report is more reliable than the household survey estimate because it has
rigid accounting systems.

Which estimate should you keep?

Therefore, keep the NIA estimate of 14791 in the HH x NIA cell, and 3280 in the HH x Private
Individual Insurance cell.

b) Y ou aso learn that the insurance firm surveys has a higher response rate than the household
survey and therefore is more reliable.

What estimate should you keep?
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Keep the Insurance firm survey estimate of 710 in the Employer x PEIP cell and the 1420 amount
inthe HH x PEIP cell.

¢) The NHA team finishes analysis of Susmania s HH Survey!! This causes great joy and the team
proclaims that HH out-of-pocket contributions were 86,413 Cr — How Convenient! Enter this
amount in the appropriate place.

Thisis simple data entry. Enter 86413 in the HH x HH cell.

d) After re-examining the donor expenditure amount (8180 Cr), you learn that the estimate
includes food and sanitation expenditures. Which estimate should you take (8180 Cr or the trial
sum estimate)?

Remember that food and sanitation expenses are “ health care-related” expenses and do not fall

within your strict definition of direct health care expenses. Therefore, keep the 3790 (trial sum)

estimate.

14. Next steps: SEE IF ROW AND COLUMN TOTALS ADD UP to the same number.

Remember to add the household funds column to replace the * ?” with the 106045 number in the
HH x Trial Sum total cell.

The tables on the following pages illustrate what the case study FS x FA table should look like
after each set of questions.
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Financing Sources

Financing Agents FS.1 Public Funds FS.2 Private Funds FS.3 Total
FS.1.1.1 FS21 | FS22 Rest of
Central government Employer |Household world
revenue funds funds funds
FS.1.1.1.1 FS.1.1.1.2
MOF MOH

HF.1.1.1.1 MOH 28466 1538 30004
HF.1.1.1.2 MOE 329 329
HF.1.1.1.3 MOD 635 635
HF.1.1.2 |Regional government 986 21015
HF.1.2 NIA 1106 60837
HE211 _Government employee 563

insurance programme
HE.2.1.2 Private employer insurance 2130

programme
HE.2.2 Private insurance enterprises 3280

(other than social insurance)
HE.2 3 Private household out-of-pocket 82,092

o payment 90,734

HF.2.4 NGOs 2888
HF.2.5.1 |Parastatal companies (AZap) 1905
HF.2.5.2 |Private firms 3024
HF.3 Rest of the world 599

Trial Sum

Estimated Total
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Financing Sources
FS.1 Public Funds FS.2 Private Funds
Financing Agents FS.1.1.2 FS.3Rest| Total
FS.1.1.1 Regional FS.2.1 FS.2.2 of world
Central government |government Employer | Household funds
revenue revenue funds funds
FS.1.1.1.1|FS.1.1.1.2
MOF MOH

HF.1.1.1.1 MOH 28466 1538 30004
HF.1.1.1.2 |MOE 329 329
HF.1.1.1.3 |]MOD 635 635
HF.1.1.2 |Regional government 986 8257 9243
HF.1.2 NIA 1106 60837

Government employee 563
HF.2.1.1 |insurance programme

Private employer insurance 2130
HF.2.1.2  |programme

Private insurance enterprises 3280
HF.2.2 (other than social insurance)

Private household out-of-pocket 82092-
HF.2.3 payment 90734
HF.2.4 NGOs 2888

. 1

HF.2.5.1 |Parastatal companies (AZap) 905
HF.2.5.2  |Private firms 3024
HF.3 Rest of the world 599

Trial Sum

Estimated Total
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Financing Sources

FS.1 Public Funds

FS.2 Private Funds

Financing "Agents FS.3 Total
FS.1.1.1 hy eS:llo:rLéI f)sthléf FS21 | FS22 Rest of
Central government 9 = | Employer | Household world funds
government | Public
revenue funds funds
revenue Funds
FS.1.1.1.1|FS.1.1.1.2
MOF MOH

HF.1.1.1.1 MOH 28466 1538 30004
HF.1.1.1.2 MOE 329 329
HF.1.1.1.3 MOD 635 635
HF.1.1.2 Regional government 986 8257 9243
HF.1.2 NIA 1106 566 44374 14791 60837
HE211 _Government employee 563

insurance programme
HE.2 12 Private employer insurance 2130

programme

Private insurance
HF.2.2 enterprises (other than 3280

social insurance)
HE.2 3 Private household out-of- 82092-

- pocket payment 90734

HF.2.4 NGOs 2888

Parastatal companies
HF.2.5.1 (AZap) 1905
HF.2.5.2 Private firms 3024
HF.3 Rest of the world 599

Trial Sum

Estimated Total
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Financing Sources
FS.1 Public Funds FS.2 Private Funds FS.3 Rest
Financing Agents of world Total
979 FS.1.1.1 FS.1.1.2 FS1.2 1 k551 FS.2.2 funds
Regional Other
Central government overnment Public Employer | Household
revenue 9 funds funds
revenue Funds
FS.1.1.1.1 |FSs.1.1.1.2
MOF MOH

HF.1.1.1.1 |MOH 28466 1538 30004
HF.1.1.1.2 |MOE 329 329
HF.1.1.1.3 (MOD 635 635
HF.1.1.2 |Regional government 986 8257 9243
HF.1.2 NIA 1106 566 44374 14791 60837

Government employee
HF.2.1.1 insurance programme 422 141 563

Private employer insurance
HF.2.1.2 programme X 2130-x 2130

Private insurance enterprises
HF.2.2 (other than social insurance) 3280 3280
HE.2 3 Private household out-of- 82092-

T pocket payment 90734

HF.2.4 NGOs 2888
HF.2.5.1 |Parastatal companies (AZap) 1905
HF.2.5.2  |Private firms 3024
HF.3 Rest of the world 599

Trial Sum

Estimated Total
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Financing Sources

FS.1 Public Funds FS.2 Private Funds FS.3
Financing Agents FS.1.1.2 ES.1.2 Rest of Total
FS.1.1.1.1 Recional Other FS.2.1 FS.2.2 world
Central government ovegrnment Lblic Employer Household funds
revenue 9 b funds funds
revenue funds
FS.1.1.1 [FS.1.1.1.2
MOF MOH
HF.1.1.1.1 |MOH 28466 1538 30004
HF.1.1.1.2 MOE 329 329
HF.1.1.1.3 |MOD 635 635
HF.1.1.2  |Regional government 986 8257 9243
14791
HF.1.2 NIA 1106 566 44374 60837
(14000)h
HE2.1.1 |20vernmentemployee 422 141 563
insurance programme
HE21o |Private employer insurance « 2130-x 2130
programme (2200) h
Private insurance enterprises 3280
HF.2.2 (other than social insurance) (3450)h 3280
HE.23 Private household out-of- 82092-
- pocket payment 90734
HF.2.4 NGOs 2888
HF.2.5.1 |Parastatal companies (AZap) 1905
HF.2.5.2  |Private firms 3024
HF.3 Rest of the world 599
Trial Sum
Estimated Total
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Financing Sources

FS.1 Public Funds

FS.2 Private Funds

FS.3
Financing Agents Total
979 FS.1.1.1 Fodl2 | P82 psag FS.2.2 FS. 2.3 ReStlgf
Central government ovegrnment Lblic | Employer | Household | Non-profit ¥vor
revenue 9 P funds funds |Institutions| funds
revenue funds
FS.1.1.1.1|FS.1.1.1.2
MOF MOH
HF.1.1.1.1 |MOH 28466 1538 30004
HF.1.1.1.2 |MOE 329 329
HF.1.1.1.3 |MOD 635 635
HF.1.1.2  |Regional government 986 8257 9243
14,791
HF.1.2 NIA 1106 566 44374 (14000)h 60837
HE2.1.1 [20vernmentemployee 422 141 563
insurance programme
Private employer insurance 2130-x
HF.2.1.2 programme X ( 2200) h 2130
Private insurance enterprises 3280
HF.2.2 (other than social insurance) (3450)h 3280
HE.2 3 Private household out-of- 82092-
o pocket payment 90734
HF.2.4 NGOs 1235| 1653 2888
HF.2.5.1 |Parastatal companies (AZap) 1905
HF.2.5.2  |Private firms 3024
HF.3 Rest of the world 599
Trial Sum
Estimated Total
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Financing Sources
FS.1 Public Funds FS.2 Private Funds
Financing Agents FS.3Rest| Total
979 FS.1.1.1 FS112 | FS12 1 554 | Fs22 | Fs.23 | ofworld
Regional Other .
Central government overnment ublic Employer | Household | Non-profit | funds
revenue 9 b funds funds institutions
revenue funds
FS.1.1.1.1| FS.1.1.1.2
MOF MOH
HF.1.1.1.1 MOH 28466 1538 30004
HF.1.1.1.2 [MOE 329 329
HF.1.1.1.3 [MOD 635 635
HF.1.1.2 |Regional government 986 8257 9243
14,791
HF.1.2 NIA 1106 566 44374 (14000)h 60837
HE211 |c0vemmentemployee 422 141 563
insurance programme
Private employer insurance 1420
HF.2.1.2 71 2130
programme 0 (2200) h
Private insurance enterprises 3280
HF.2.2 (other than social insurance) (3450)h 3280
HE 23 Private household out-of- 82092-
o pocket payment 90734
HF.2.4 NGOs 1235 1653 2888
HF.2.5.1 |Parastatal companies (AZap) 1905 1905
HF.2.5.2 |Private firms 3024 3024
HF.3 Rest of the world 599 599
Trial Sum 29430 2092 8257 566/ 50435 ? 1235 3790
Estimated Total 8180
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Financing Sources

FS.1 Public Funds

FS.2 Private Funds

FS.3
Financing Agents Total
979 FS.1.1.1 fodd2 | FSL2 ) Eso1 | Fs22 Fs23 |Restof
Central government ovegrnment Lblic | Employer | Household | Non-profit wor
revenue 9 b funds funds |institutions| funds
revenue funds
FS.1.1.1.1| FS.1.1.1.2
MOF MOH

HF.1.1.1.1 [MOH 28466 1538 30004
HF.1.1.1.2 [MOE 329 329
HF.1.1.1.3 [MOD 635 635
HF.1.1.2  |Regional government 986 8257 9243
HF.1.2 NIA 1106 566 44374 14791 60837
HE2.1.1 |20vernmentemployee 422 141 563

insurance programme

Private employer insurance
HF.2.1.2 programme 710 1420 2130

Private insurance enterprises
HF.2.2 (other than social insurance) 3280 3280

Private household out-of-
HF.2.3 pocket payment 86413 86413
HF.2.4 NGOs 1235 1653 2888
HF.2.5.1 |Parastatal companies (AZap) 1905 1905
HF.2.5.2  |Private firms 3024 3024
HF.3 Rest of the world 599 599

Trial Sum 29430 2092 8257 566 50435 106045 1235| 3790 201,850

Estimated Total 8180
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7b. Susmania Case Study Il —Interpreting Survey
Data for filling in the FA x P Table

1. Review Exhibit 7b.1, the Health Insurance Questionnaire
a) Classify the "bold-type" termsinto ICHA codes.

HP.1.1.2.1 Private for-profit general hospitals
HP 3.4.5.1 Private for-profit health centers
HP.1.1.2.2 Private non-profit general hospitals
HP 3.4.5.2 Private non-profit health centers

b) Asyou can see from the table in exhibit 7b.1, the insurance firms were not able to disaggregate
benefits between "group” and "individua" policyholders. How would you separate the amounts?

The questionnaire did provide information on the number of members enrolled in group vs. private
policies. The distribution of members enrolled in group policies and private policiesis 32 percent and 68
percent. Use thisratio to distribute the private hospital and clinic disbursements.

HP1.1.2.1 Private for-profit hospitals 123 .32 x123=39.36 | .68x 123 =83.64
HP3.4.5.1 Other private- or-profit health 216 32 % 216 = 69.12 | 68 x 216 = 146.88
centers

HP1.1.2.2 Private non-profit hospitals 437 .32 x 437 =140 .68 x 437 = 297
FiP3.4.5.2 Other private non-profit health 1,020 | .32x 1020 = 326.4 | .68 x 1020 = 693.6

2. Review Exhibit 7b.2, the Employer Survey

a) Which of the two expenditure estimates provided in this survey should be placed in the FA x P
table?

The 3024 Cr amount is most relevant, because this is what the firm spent on on-site health services.
The firm in this case would be the financing agent and its facilities would be the providers; hence it would
be used for aFA x P table.

b) How would you classify it? What ICHA codes would you use?

To answer this question, the NHA team will need to examine the survey questions to see if
information was reguested on what types of health services the company providesin its on-site facilities.
We learn that the company provides outpatient care at these facilities.

m  Therefore, the classification is “HP 3.4 Outpatient Care Centers’ OR “HP.3.4.5. All other
outpatient multispecialty and cooperative service centers.”

3. Review Exhibit 7b.3, the External Aid Questionnaire
a) Which of the expenditures shown in the survey would be placed in the FA x P table?
Therefore, the only amount used in the FA x Ptableis: General hospital (599)

b) How would you classify it?

Module 3 - Unit 7. Susmania Case Studies - Answers A-33



Answer is“HP.1.1.2.1 NGO Hospital.” This assumes that HP1.1.2 refersto private general hospitals
(HP1.1.1. refers to public hospitals)

4. Review Exhibit 7b.4, the Special Tabulation of the Household Survey
a) Which of the categories of expenditures can be placed in the FA x P table?

Co-payments at hospitals (13643 Cr)
Co-payments at polyclinics (11965 Cr)

Purchase of prescription drugs (41042 Cr). Y ou can use this amount to assume the full costs
borne by pharmacists (providers).

Payments to other health practitioners (19763 Cr)

b) Y ou've been told from patient admission records that households visit private clinics as opposed
to public clinicsin aratio of 3:2 and that they visit private hospitals vs. public hospitalsin aratio of
2:3.

For Clinics: PRIVATE 3: PUBLIC 2

For Clinics:11965 (co-payments at polyclinic)/5=2393

In order to get private expenditures: 2393x3=7179

In order to get public expenditures; 2393x2= 4786

For Hospitals: PRIVATE 2: PUBLIC 3.

13643 (co-payments made at hospitals /5 = 2728.6

In order to get private expenditures: 2728.6 x 2=5457.20
In order to get public expenditures: 2728.6 x 3 =8185.80
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7c. Susmania Case Study Il — Filling in the
FA x Func and P x Func Tables

1. Placethe totals shown in the tablesin Module 3: Exercises, Unit 7: Susmania Case Studies, section
7¢. Susmania Case Study 111 —Filling in the FA x Func and P x Func Tables in the appropriate cells
on your combination table shell.

The row totals (specifically the “check against FA x P’ cell) of the combination tables should
include the above estimates for providers. The column totals (specifically the “check against FA x P’ cell)
should include the above estimates for financing agents. Therefore:

m 9387 should be placed in the “ Check against FA x P’ x MOH General Hospitals cell.

m 8569 should be placed in the “ Check against FA x P’ x MOD Hospitals cell.

m 19712 should be placed in the “ Check against FA x P’ x Regional General Hospitals cell.
m 37668 should be placed in the “Check against FA x P’ x “Total FA Spending” cell.

m 7839 should be placed in the MOH x “Check against FA x P’ cell.

m 8569 should be placed in the MOD x “ Check against FA x P’ cell.

m 41 should be placed in the Regional Govt. x “Check against FA x P cell.

m 20802 should be placed in the NIA x “Check against FA x P” cell.

m 109 should be placed in the Government Group Insurance x “ Check against FA x P’ cell.
m 308 should be placed in the Households x “ Check against FA x P’ cell.

m 37668 should be placed in the Total x “Check against FA x P” cell.

Y ou receive the data below and know that these numbers should be placed in the table — to your
surprise, you learn that this has already been done for you (by the NHA fairy!)

Regional General Households NIA GEIP
Hospitals
Inpatient 0 9,422 60
Outpatient 201 4,640 49
Total 201 14,062 109

2. MOH general hospital records state the following totals (for all MOH hospitals combined):

m  Genera administrative expenses (3,676 Cr). You learn that the GA estimate includes capital
formation of 717 Cr.

m  TOTAL inpatient expenditures were 4,693 Cr,
m  Outpatient care 1,018Cr,

Module 3 - Unit 7. Susmania Case Studies - Answers A-35



How will you alocate these estimates in the appropriate cells of the table?
a) Where does the capital formation estimate go?

The 717 Cr estimate refers to capital formation: Isthis a provider or afunction category? Answer:
function.

m  Therefore, first classify it as: HCR.1 Capital formation (list thisin the functional row
heading under the relevant provider).

m  Because we do not know specifically which financing agent contributed to the hospital
capital formation (cannot simply assume the MOH at this stage), the 717 estimate is placed
in the “Column TOTAL x MOH Hospital Capital formation cell.”

b) How do you handle GA estimate?

The GA expenses are 3676-717= 2959; But how do you classify GA expenses? In NHA, GA expenses
DO NOT have their own separate category. Administrative expenses of a provider are NOT allocated to
Function HC.7 (Health admin and health insurance), which includes only expenses related to the MOH at
the central and provincial level (not provider!). Rather the 2959 isincluded as part of the cost of services
provided. Therefore, the 2959 GA estimate hasto be allocated to inpatient and outpatient expenditures.
Thiswill be resolved in the next question.

¢) Finaly, input inpatient and outpatient estimates.
First classify and add functional rows for inpatient (HC 1.1) and outpatient (HC 1.3) categories.

You learn that inpatient spending is 82.2 percent of total spending (inpatient + outpatient only [4693
+1018=5711]) at MOH hospitals (4693/5711). Therefore the GA amount that is added to the inpatient
spending is 0.822x 2959 = 2432. So total I npatient becomes 2432 + 4693 = 7125

You determine that outpatient spending accounts for 17.8 percent of total spending (inpatient +
outpatient only) at MOH hospitals (1018/5711). Therefore the GA amount that is added to outpatient
spending is 0.178 x2959= 527. So total Outpatient = 527 + 1018 = 1545.

Therefore the 7125 amount needs to be placed in the “total column x MOH Hospital | npatient
cell.” The 1545 number should be placed in the * total x MOH Hospital Outpatient cell.”

3. Intermsof Financing Agents that contribute to MOH hospitals,

a) You learn from the household survey that Households pay 107 Cr at MOH hospitals and the full
amount goes to co-payments for outpatient care. Where do you place this estimate in your table?

Place 107 in HH x MOH Ouitpatient cell.

b) You learn that NIA has reimbursed MOH for servicesincurred by NIA’s beneficiaries. NIA's
total payment to MOH is 6,740 Cr and 88 percent of this amount goesto Inpatient Curative and
remainder to Outpatient Curative. Place NIA’ s contribution to MOH hospitals in the appropriate
cells of the table.

NIA’s reimbursement for Inpatient curative is 0.88 x 6740 = 5931. Place this number in the NI Ax
MOH Inpatient cell.
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NIA’s reimbursement for Outpatient curative is 0.12 x 6740 = 809. Place this number in the NI A
X MOH Outpatient cell.

¢) You learn that the only other contributor to MOH facilitiesis the MOH itself.

What isthe MOH share of expenditures going to its hospitals?
To figure out the MOH share: Take row totals and subtract HH and NIA contributions.

Therefore the total amount contributed by MOH = 9387 - (107 + 6740) = 2540, which should be
placed in the MOH x MOH General Hospital.

And what is the subsequent functional breakdown? Y ou learn that MOH contributes the full capital
formation costs for its facilities.

For the MOH contribution to inpatient curative= 7125 - (0 + 5931) = 1194 (in MOH x MOH
I npatient cell)

For the MOH contribution to outpatient curative = 1545 - (107 + 809) = 629 (in MOH x MOH
Outpatient cell)

Place the 717 amount in the MOH x MOH HCR 1 Capital formation cell.

Now check to see that the rows add up for MOH hospitals.

4. For regional government hospitals:

a)

b)

From the regional hospitals you discover that their TOTAL expenditures are 19712 Cr. Thisis
broken down functionally into 12419 Cr for inpatient and 7293 Cr for outpatient. Place these
estimates in the appropriate cells.

Thisissimple data entry:

The total amount: 19712 Cr should be placed in the “ Total x Regional gov. hospital total”

The inpatient amount: 12419 Cr should be placed in the “ Total x Regional gov inpatient total”
The outpatient amount: 7293 Cr should be placed in the “ Total x Outpatient regional gov. total”
You learn that regional governments spend 41 Cr total at their own hospitals. The MOH pays
5299 Cr total for regional hospitals. But the functional breakdown for these two FAsis not
known. Y ou also know that these are the only two remaining FAs (that have not been accounted

for previously) that contribute to regional hospitals.

What do you do? How do you account for regional government and MOH functional spending at
regional hospitals? Estimation technique:

The remaining unallocated balance for inpatient curative is 12419 - (0 + 9422 + 60) = 2937

The remaining unallocated balance for outpatient curativeis 7293 - (201 + 4640 + 49) = 2403
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The remaining unallocated TOTAL balance for regional hospitalsis 19712 - (201 + 14,062 +
109) = 5340

Therefore, unallocated inpatient expendituresis 2937 / 5340 = 55 percent of total for regional
hospitals.

So unallocated outpatient expenditure is 2403 / 5340 = 45 percent of total for regional hospitals.

With no information on the breakdown of Region, Govt. and MOH spending, you should use the
same 55/45 split that is unallocated.

Therefore: Regional governmentsinpatient curativeis: 0.55 x 41 = 23 and regional governments
outpatient is0.45 x 41 = 18 (23 Cr should be in regiona govt. x regional hospital inpatient); (18 Cr
should be placed in regional govt. x regional hospital outpatient cell.) MOH govt. inpatient curativeis:
0.55 x 5299 = 2914 and MOH outpatient is 0.45 x 5299 = 2,385 (2914 Cr should bein MOH x MOH
hospital inpatient cell; 2385 Cr should be placed MOH x MOH hospital inpatient).

5. You receive the following breakdown of expenditures at MOD general hospitals. It does not match
ICHA classifications.

m A cost study conducted by ChrisJay University estimated that the relative size of inpatient
and outpatient sharesis 3:1.

m  Youlearnthat MOD isthe only contributor to expenditures at its hospitals.

Hospital Record Code MOD General Hospital Expenditures 8569
7.01.01 Salaries 1963
7.01.02 Drugs 1227
7.01.03 Laboratory and x-rays 981
7.01.04 General admin costs 573
7.01.05 Meals 41
7.01.06 Laundry 40
7.01.07 Maintenance 900
7.01.08 Construction 717
7.01.09 Janitorial services 491
7.01.10 Medical equipment 1636

a) How would you classify these expenditures as ICHA functional categories?

The line items estimates can be rolled into four NHA functional classifications that will require their
own rows and classificationsin the table; 1) HC1.1 Inpatient curative care, 2) HC 1.3 Outpatient curative
care, 3) HC4. Ancillary servicesto medical care, 4) HCR1 Capital formation for health care provider
ingtitutions.

Itemsto be split in 3:1 ratio between HC1.1 Inpatient curative care & HC 1.3 Outpatient curative
care are;
m  Salaries (.75x1963=1,472-1npatient; 491-Outpatient)

m  Drugs (.75x1227=920-Inpatient; 307-Outpatient) Rationale: hospitals may have one
pharmacy that provides drugs for both outpatient and inpatient drugs)

m  Genera administrative costs (.75x573=430-1 npatient; 143-Outpatient)
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m  Maintenance (.75 x 900 = 675-1npatient; 225-Outpatient),
m  Janitorial Services (.75 x 491 = 368-Inpatient; 123-Outpatient)

Items to be included under HC1.1 Inpatient curative only:

= Meas(41),
m  Laundry (assuming 100 percent of laundry is for inpatients) (40)

Items to be included under HC4. Ancillary servicesto medical care

m  Laboratory & x-rays(981)

Items to be included under HCR1 Capital formation for health care provider ingtitutions

m  Construction (717)
= Medica equipment (1636)

b) What expenditure estimates would you use? Enter them into the table.
So the total amount that MOD gives to its hospitals for

Inpatient (HC1.1) = 1472 + 920 + 430 + 675 + 368 + 41 + 40 = 3946 (MOD x MOD I npatient
cell)

Outpatient (HC 1.3) = 491 + 307 + 143 + 225 + 123 = 1289 (MOD x MOD outpatient cell)
Ancillary services (HC 4)= 981 (MOD x MOD Ancillary Services cell)
Capital formation (HCR 1)= 717 + 1636 = 2353 (MOD x MOD Capital Formation cell)

6. Now that you have the completed the combined table, your next task is to separate the expenditures

into 1) FA x Func table and the 2) P x Func table (for purposes of this exercise, the NHA fairy has
completed thistable for you). Use the new handout to complete the Fax Func table.

Provider
Function HF.1.1.1.1 HF.1.1.1.2 HF.1.1.1.3
MOH General |Ministry of Defense| Regional Govt. Total
Hospitals Hospitals General Hospitals
HCL1.1 Inpatient curative 7,125 3,946 12,419 23,490
HC1.3 Outpatient curative 1,545 1,289 7,293 10,127
HC4 Ancilliary services 981 981
HCR 1 Capital formation 717 2,353 3,070
Total provider spending 9,387 8,569 19,712 37,668
Check against FA x P 9,387 8,569 19,712 37,668
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Financing Agent

Function
HF.1.1.1.1 | HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1 HF.2.3 Total
MOH MOD reg. govt NIA GEIP Households
HC.1. Inpatient
curative 4,108 3,946 23 15,353 60 23,490
HC.1.3
Outpatient
curative 3,014 1,289 18 5,449 49 308 | 10,127
HC.4 Ancillary
services 981 981
HCR.1 Capital
formation 717 2,353 3,070
Total FA
Spending 7,839 8,569 41 20,802 109 308 | 37,668
Check against
FAXxP 7,839 8,569 41 20,802 109 308 | 37,668

In the pages following, the combination table is shown filled in after responding to each question.
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Question 1: Susmania NHA Combined Table of Financing Agent by Providers and Function

Financing Agent

HF.1.1.1.1 HF.1.1.1.3 | HF.1.1.2 | HF.1.2 |HF.2.1.1] HF.2.3
Provider and Function Ch?Ck
Ministry of | Ministry of | Regional NIA GEIP |Households Total ?:%I)?g
Health Defense govt.

HP.1.1.1.1 |MOH general hospitals 9,387
HC
HC
HC
HC
HC

HP.1.1.1.2 |MOD hospitals 8,569
HC
HC
HC
HC
HC
HC

HP.1.1.1.3 |Regional general hospitals 14,062 109 201 19,712
HC.1.1 Inpatient curative 9,422 60
HC.1.3 Outpatient curative 4,640 49 201
Total FA spending 0 0 0 14,062 109 201 0 37,668
Check against FA x P 7,839 8,569 41 20,802 109 308 37,668
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Question 2: Susmania NHA Combined Table of Financing Agent by Providers and Function

Provider and Function

Financing Agent

HF.1.1.11

HF.1.1.1.3

HF.1.1.2

HF.1.2

HF.2.1.1

HF.2.3

Ministry of
Health

Ministry of
Defense

Regional
govt.

NIA

GEIP

Households

Total

Check
against
FA X P

HP.1.1.1.1

MOH general hospitals

9,387

9,387

HC.1.1 Inpatient curative

7,125

HC.1.3 Outpatient curative

1,545

HC.R.1 Capital formation

717

HP.1.1.1.2

MOD hospitals

8,569

HC

HC

HC

HC

HC

HC

HP.1.1.1.3

Regional general hospitals

14,062

109

201

19,712

HC.1.1 Inpatient curative

9,422

60

HC.1.3 Outpatient curative

4,640

49

201

Total FA spending

14,062

109

201

9,387

37,668

Check against FA x P

7,839

8,569

41

20,802

109

308

37,668
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Question 3: Susmania NHA Combined Table of Financing Agent by Providers and Function

Financing Agent

HF.1.1.1.1

HF.1.1.1.3

HF.1.1.2

HF.1.2

HF.2.1.1

HF.2.3

Provider and Function Total e;g?r(;ls(t
Miﬂfé{% of Mlijneifsetrréé’f Rzgg\?{fa' NIA | GEIP |Households FAXP
HP.1.1.1.1 |MOH general hospitals 2,540 6,740 107 9,387 9,387
HC.1.1 Inpatient curative 1194 5,931 7,125
HC.1.3 Outpatient curative 629 809 107 1,545
HC.R.1 Capital formation 717 717
HP.1.1.1.2 |[MOD hospitals 8,569
HC
HC
HC
HC
HC
HC
HP.1.1.1.3 |Regional general hospitals 14,062 109 201 19,712
HC.1.1 Inpatient curative 9,422 60
HC.1.3 Outpatient curative 4,640 49 201
Total FA spending 2,540 0 0 20,802 109 308 9,387 37,668
Check against FAxP 7,839 8,569 41 20,802 109 308 37,668
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Question 4: Susmania NHA Combined Table of Financing Agent by Providers and Function

Financing Agent

. ) HF.1.1.1.1 | HF.1.1.1.3 | HF.1.1.2 | HF.1.2 |HF.2.1.1 HF.2.3 Check
Provider and Function Total against
Miﬂfg{% of M[i)rgf;rzgé’f RZ%\‘/’{"""' NIA | GEIP |Households FAXP
HP.1.1.1.1 |MOH general hospitals 2,540 6,740 107 9,387 9,387
HC.1.1 Inpatient curative 1194 5,931 7,125
HC.1.3 Outpatient curative 629 809 107 1,545
HC.R.1 Capital formation 717 717
HP.1.1.1.2 |MOD hospitals 8,569
HC
HC
HC
HC
HC
HC
HP.1.1.1.3 |Regional general hospitals 5,299 41] 14,062 109 201 19,712 19,712
HC.1.1 Inpatient curative 2,914 23 9,422 60 12,419
HC.1.3 Outpatient curative 2,385 18 4,640 49 201 7,293
Total FA spending 7,839 0 41| 20,802 109 308 29,099 37,668
Check against FA x P 7,839 8,569 41| 20,802 109 2,888 37,668
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Question 5: Susmania NHA Combined Table of Financing Agent by Providers and Function

Financing Agent

HF.1.1.1.1 | HF.1.1.1.3 | HF.1.1.2 | HF.1.2 | HF.2.1.1 HF.2.3
Provider and Function Ch@k
o o . Total against
Ministry of | Ministry of | Regional NIA GEIP | Households FAXP
Health Defense gov
HP.1.1.1.1 |[MOH general hospitals 2,540 6,740 107 9,387 9,387
HC.1.1 Inpatient curative 1194 5,931 7,125
HC.1.3 Outpatient curative 629 809 107] 1,545
HC.R.1 Capital formation 717 717
HP.1.1.1.2 ]MOD hospitals 8,569 8,569 8,569
HC1.1 Inpatient curative 3,946 3,946
HC1.3 Outpatient curative 1,289 1,289
HC4 Ancilliary services 981 981
HCR 1 Capital formation 2,353 2,353
HP.1.1.1.3 |Regional general hospitals 5,299 41) 14,062 109 201 19,712 19,712
HC.1.1 2,914 23 9,422 60 12,419
HC.1.3 2,385 18 4,640 49 201 7,293
Total FA spending 7,839 8,569 41| 20,802 109 308 37,668 37,668
Check against FA x P 7,839 8,569 41| 20,802 109 308| 37,668
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Question 6: Financing Agents by Function Table

Financing Agent

Function HF.1.1.1.1 HF.1.1.1.3 HF.1.1.2 HF.1.2 HF.2.1.1 HF.2.3 Total
Ministry of Ministry of Regional NIA GEIP Households
Health Defense Govt.

HC.1.1 Inpatient curative 4,108 3,946 23 15,353 60 23,490
HC.1.3 Outpatient curative 3,014 1,289 18 5,449 49 308 10,127
HC. 4 Ancillary services 981 981
HCR.1 Capital formation 717 2,353 3,070

Total FA spending 7,839 8,569 41 20,802 109 308
Check against FAxP 7,839 8,569 41 20,802 109 308 37,668
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Unit 8: Interpreting Results and Policy
Implications

I Possible answers to application question:

Question:
What policy issues and concerns are raised by the data provided in the
exercise concerning Susmania' s health sector?

Answers:

Some policy implications are highlighted below:

m  Health expenditures as percentage of GDP (15 percent) is so high yet health indicators are
poor.

0 Why wasthere alarge jump between 1994 and 19977 It seems that health expenditures
amost doubled in those three years. This suggests it should be examined. What kind of
policy changes occurred during that time? Did the government assume more
responsibility for curative? Was there an epidemic? Also, before any assumptions can be
made, the team member should request the absolute total GDP numbers (not just
percentages) to see if the GDP itself has fluctuated significantly.

m  Susmania s population islargely covered, yet household spending is high and health
indicators are poor. The MOH covers 42 percent of the population, yet it isasmall portion of
the total health expenditures.

m  Table 4: High out-of-pocket expenditures (approximately 50 percent) despite everyone being
covered. Why?

m  Table5: Everything spent in private facilities (including the bulk of MOH spending!).
No cost-sharing among households at MOH facilities.

m  Table6: 57,648,232 of MOH expenditures goestoward specialized services. Thisis
one-third of total MOH expenditures (164). Thetotal MOH coverage for these select
servicesisonly 2 percent of total population.

m  Table 8: Women are not in the formal sector and therefore have less access to health
insurance coverage.
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| Unit 9: Institutionalization of NHA

I Possible answers to application question

1. Draft your country’ s ingtitutionalization framework for NHA:

I Question

a) List theissues and challenges to institutionalization in your country in
the table below, depending on which step you believe the challenge will
affect the most.

b) Based on class discussion and what you have learned regarding other
country strategies towards institutionalization, write down the strategies
that you feel are most feasible in your country asit strives to achieve
each of the four steps described below.

Answer: Look at your responses to the directionsin the “Exercises’ section, Unit 9. There are no right or
wrong responses. Each country team will respond according to their own country contexts.
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Proposed NHA Classification Scheme for
Financing Sources, Financing Agents,
Providers and Functions

The following classification tables are compiled from the Guide to Producing National Health Accounts.
Note that entries in italics are extensions to or expansions of the International Classification of Health

Accounts (ICHA) schedule in the System of Health Accounts (SHA) version 1.0 manual.

Exhibit 1: Proposed classification scheme for financing sources (FS)

Code Description
FS.1 Public funds
FS.1.1 Territorial government funds
FS.1.1.1 Central government revenue
FS.1.1.2 Regional and municipal government revenue
FS.1.2 Other public funds
FS.1.2.1 Return on assets held by a public entity
FS.1.2.2 Other
FS.2 Private funds
FS.2.1 Employer funds
FS.2.2 Household funds
FS.2.3 Non-profit institutions serving individuals
FS.2.4 Other private funds
FS.2.4.1 Return on assets held by a private entity
FS.2.4.2 Other
FS.3 Rest of the world funds
Exhibit 2: Proposed classification scheme for financing agents
Code Description
HF.A Public sector
HF.1.1 Territorial government
HF.1.1.1 Central government
HF.1.1.2 State/provincial government
HF.1.1.3 Local/municipal government
HF.1.2 Social security funds
HF.2.1.1 Government employee insurance programmes
HF.2.5.1 Parastatal companies
HF.B Nonpublic sector
HF.2.1.2 Private employer insurance programmes
HF.2.2 Private insurance enterprises (other than social insurance)
HF.2.3 Private households’ out-of-pocket payment
HF.2.4 Non-profit institutions serving households (other than social insurance)
HF.2.5.2 Private nonparastatal firms and corporations (other than health insurance)
HF.3 Rest of the world
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Exhibit 3: Proposed classification scheme for providers

Code Description
HP.1 Hospitals
HP.1.1 General hospitals
HP.1.2 Mental health and substance abuse hospitals
HP.1.3 Specialty (other than mental health and substance abuse) hospitals
HP.1.4 Hospitals of non-allopathic systems of medicine (such as Chinese, Ayurveda, etc.)
HP.2 Nursing and residential care facilities
HP.2.1 Nursing care facilities
HP.2.2 Residential mental retardation, mental health and substance abuse facilities
HP.2.3 Community care facilities for the elderly
HP.2.9 All other residential care facilities
HP.3 Providers of ambulatory health care
HP.3.1 Offices of physicians
HP.3.2 Offices of dentists
HP.3.3 Offices of other health practitioners
HP.3.4 Outpatient care centres
HP.3.4.1 Family planning centres
HP.3.4.2 Outpatient mental health and substance abuse centres
HP.3.4.3 Free-standing ambulatory surgery centres
HP.3.4.4 Dialysis care centres
HP.3.4.5 All other outpatient multi-specialty and cooperative service centres
HP.3.4.9 All other outpatient community and other integrated care centers
HP.3.5 Medical and diagnostic laboratories
HP.3.6 Providers of home health care services
HP.3.9 Other providers of ambulatory health care services
HP.3.9.1 Ambulance services
HP.3.9.2 Blood and organ banks
HP.3.9.3 Alternative or traditional practitioners
HP.3.9.9 All other ambulatory health care services
HP.4 Retail sale and other providers of medical goods
HP.4.1 Dispensing chemists
HP.4.2 Retail sale and other suppliers of optical glasses and other vision products
HP.4.3 Retail sale and other suppliers of hearing aids
HP.4.4 Retail sale and other suppliers of medical appliances (other than optical glasses and hearing aids)
HP.4.9 All other miscellaneous sale and other suppliers of pharmaceuticals and medical goods
HP.5 Provision and administration of public health programmes
HP.6 General health administration and insurance
HP.6.1 Government administration of health
HP.6.2 Social security funds
HP.6.3 Other social insurance
HP.6.4 Other (private) insurance
HP.6.9 All other providers of health administration
HP.7 All other industries (rest of the economy)
HP.7.1 Establishments as providers of occupational health care services
HP.7.2 Private households as providers of home care
HP.7.3 All other industries as secondary producers of health care
HP.8 Institutions providing health-related services
HP.8.1 Research institutions
HP.8.2 Education and training institutions
HP.8.3 Other institutions providing health-related services
HP.9 Rest of the world
HP.nsk Provider not specified by kind
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Exhibit 4:

Proposed classification scheme for health care functions

Code Description
HC.1 Services of curative care
HC.1.1 Inpatient curative care
HC.1.2 Day cases of curative care
HC.1.3 Outpatient curative care
HC.1.3.1 Basic medical and diagnostic services
HC.1.3.2 Outpatient dental care
HC.1.3.3 All other specialized medical services
HC.1.34 All other outpatient curative care
HC.1.4 Services of curative home care
HC.2 Services of rehabilitative care
HC.2.1 Inpatient rehabilitative care
HC.2.2 Day cases of rehabilitative care
HC.2.3 Outpatient rehabilitative care
HC.2.4 Services of rehabilitative home care
HC.3 Services of long-term nursing care
HC.3.1 Inpatient long-term nursing care
HC.3.2 Day cases of long-term nursing care
HC.3.3 Long-term nursing care: home care
HC.4 Ancillary services to medical care
HC.4.1 Clinical laboratory
HC.4.2 Diagnostic imaging
HC.4.3 Patient transport and emergency rescue
HC.4.9 All other miscellaneous ancillary services
HC.5 Medical goods dispensed to outpatients
HC.5.1 Pharmaceuticals and other medical non-durables
HC.5.1.1 Prescribed medicines
HC.5.1.2 Over-the-counter medicines
HC.5.1.3 Other medical non-durables
HC.5.2 Therapeutic appliances and other medical durables
HC.5.2.1 Glasses and other vision products
HC.5.2.2 Orthopaedic appliances and other prosthetics
HC.5.2.3 Hearing aids
HC.5.2.4 Medico-technical devices, including wheelchairs
HC.5.2.9 All other miscellaneous medical goods
HC.6 Prevention and public health services
HC.6.1 Maternal and child health; family planning and counseling
HC.6.2 School health services
HC.6.3 Prevention of communicable diseases
HC.6.4 Prevention of non-communicable diseases
HC.6.5 Occupational health care
HC.6.9 All other miscellaneous public health services
HC.7 Health administration and health insurance
HP.7.1 General government administration of health
HC.7.1.1 General government administration of health (except social security)
HC.7.1.2 Administration, operation and support of social security funds
HP.7.2 Health administration and health insurance: private
HC.7.2.1 Health administration and health insurance: social insurance
HC.7.2.2 Health administration and health insurance: other private
HC.nsk HC expenditure not specified by kind
HCR.1-5 Health-related functions
HC.R.1 Capital formation for health care provider institutions
HC.R.2 Education and training of health personnel
HC.R.3 Research and development in health
HC.R.4 Food, hygiene and drinking water control
HC.R.5 Environmental health
HC.R.nsk HC.R expenditure not specified by kind
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| The Nine NHA Tables
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National Health Expenditure by Type of Financing Source and by Type
of Financing Agent: FS x FA

FS.1 Public FS.2 Private FS.3
FS.1.1 FS.1.2 FS.2.1 FS.2.2 |FS23NPISH| FS2.4 | Restof
Total Territorial | Other public | gmpioyer | Household | grantsand | Other | world | Column Totals
funds funds funds funds donations | funds | funds
HF.1.1.1 Central government
HF 1.1.2 State/provincial govt
HF 1.1.3 Local/municipal govt
HF 1.2 Social security funds * * *
HF 2.1.1 Government employee % % %
insurance programmes
HF 2.1.2 Private employer insurance
* * *

programmes & HF 2.2 Private
insurance enterprises

Subtotal: Transfers to others

Plus: Direct intermediation

Equals: Total funds provided

* Programmatic contributions only. Contributions for employees is included with FS.2.1
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| Allocation to Health Care Providers by Payers/Purchasers: FA x P

HF.A Public sector

HF.B Non-public sector

HF.1.1 Territorial Government

HF.1.1.1

HF 1.1.2

HF 1.1.3

HF 1.2

HF.2.1.1

HF.2.5.1

HF.2.5.2

HF 2.1.

HF 2.3

HF 2.4

HF 3

Central
govt.

State/
provincial
govt.

Local /
municipal
govt.

Social
security
funds

Gouvt.
employee
insurance

programmes

Parastatal
companies

Private non-
parastatal
forms and

corporations

Private
social
insurance

Private HH
out-of-
pocket

expenses

NPISH

Rest of
the world

Row totals
and total
expenditure
measures

HP 1 Hospitals

HP2 Nursing and
residential care
facilities

HP 3 Providers of
ambulatory health care

HP 4 Retail sale and
other providers of
medical goods

HP 5 Provision and
administration of
public health programs

HP 6 General health
administration and
insurance

HP 7 All other
industries (rest of the
economy)

HP 8 Institutions
providing health
related services

HP 9 Rest of the world

Column totals
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Expenditure on Health Care and Health Care Related Services by

Providers: P x F

HP 1 HP 2 HP 3 HP 4 HP 5 HP 6 HP 7 HP 8 HP 9
Nursing Retail sale . -
and Providers of | and other astrjogclisnlwor;f General ir?(!lluc;tt?i(aers lnﬁgaﬁ)trr?\élsrlgg Rest of the | Row totals and
Hospitals | residential | ambulatory |providers of . : health adm. Id health |
care health care medical public health and insurance (rest of the rela_ted wor ealth exp. totals
facilities goods programs economy) services

HC 1 and HC 2
Services of curative
care and
rehabilitative care

HC 3 Services of
long-term nursing
care

HC4 Ancillary
services to health
care

HC5 Medical goods
dispensed to
outpatients

HC 6 Prevention
and public health
services

HC 7 Health
program
administration and
health insurance

(Add additional
rows)

National health
expenditures
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Allocation Across Health Care Functions by Payers/Purchasers:

FA X Func

HF.A Public sector

HF.B Non-public sector

HF.1.1 Territorial government

HF.1.1.1

HF 1.1.2

HF 1.1.3

HF 1.2

HF.2.1.1

HF.2.5.1

HF.2.5.2

HF 2.1 HF 2.3

HF 2.4

HF 3

Central
govt.

State/
provincial
govt.

Local /
municipal
govt.

Social
security
funds

Govt.
employee
insurance

programmes

Parastatal
companies

Private non-
parastatal
forms and

corporations

Private
social
insurance

out-of-
pocket
expenses

Private HH

NPISH

Rest of
the world

Row totals
and total
exp.
measures

HC 1 and HC 2
Services of curative
care and
rehabilitative care

HC 3 Services of
long-term nursing
care

HC4 Ancillary
services to health
care

HC5 Medical goods
dispensed to
outpatients

HC 6 Prevention and
public health services

HC 7 Health program
administration and
health insurance

(Add additional rows)

National Health
Expenditures
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Personal Health Expenditure by Type of Financing Agent by Age and
Sex of the Population: FA x A/S

HF.A Public sector HF.B Non-public sector
HF.1.1 Territorial government
HF.11.1. HF 1.1.2 HF 1.1.3 HF 1.2 HF.2.1.1 HF.2.5.1 HF.2.5.2 HF 2.1 HF 2.3 HF 24| HF3
Central| State/ Local / Social Govt. Parastatal Private non- Priv. Private HH | NPISH | Rest of | Row totals
govt. |provincial | municipal | security employee companies | parastatal forms | social out-of- the and total xp.
govt. govt. funds insurance and corporations|insurance| pocket world measures
programmes expenses
Infants M
F
Pre-school 1-4 M
F
School-age 5-14 M
F
Reproductive M
Age 15-44 =
Adult 45-64 M
F
Adult 65-74 M
F
Elderly 75-84 M
F
Oldest 85+ M
F
Al persons M
F
All

** The age strata identified may need to be adapted to available survey data in different countries.
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National Health Expenditure Across by Type of Financing Agent and by
Region*: FA X R

HF.A Public sector

HF.B Non-public sector

HF.1.1 Territorial government

HF.1.1.1| HF1.1.2 | HF 1.1.3 HF 1.2 HF.2.1.1 HF.2.5.1 HF.2.5.2 HF 2.1 HF 2.3 HF 2.4 HF 3
. Govt. Private non- . . Row totals
Central St_ate{ Loga_l / SOC'?' employee |Parastatal | parastatal P”V‘f’“e Private HH Rest of the | and total
provincial| municipal | security | . . social out-of- NPISH
govt. insurance |companies| formsand |. world exp.
govt. govt. funds . insurance|pocket exp.
programmes corporations measures
Region |
Region I
Region Il
Region IV
Region V

National health
expenditure

* The geographical units are country-specific and correspond to the level at which decisions are made, aggregated to a meaningful subtotal when too numerous
(e.g. municipalities).
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National Health Expenditure by Type of Financing Agents and by per

Capita Household Expenditure Quintile: FA x SES

HF.A Public sector

HF.B Non-public sector

HF.1.1 Territorial government

HF.1.1.1| HF1.1.2 | HF 1.1.3 HF 1.2 HF.2.1.1 HF.2.5.1 HF.2.5.2 HF 2.1 HF 2.3 HF 2.4 HF 3
. Govt. Private non- . . Row totals
Central St?‘te( Loga_l/ SOC'?' employee |Parastatal | parastatal P”\./' Private HH Rest of the | and total
provincial| municipal | security | . . social out-of- NPISH
govt. insurance |companies| formsand | world exp.
govt. govt. funds . insurance|pocket exp.
programmes corporations measures
Lowest Quintile
Expenditure
Quintile 11
Expenditure
Quintile Ill
Expenditure
Quintile IV
Highest Quintile
Total
H-12
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| Financial Allocations to Different Types of Inputs: FA x |

HF.A Public sector HF.B Non-public sector
HF.1.1 Territorial government
HF.1.1.1 | HF1.1.2 | HF 1.1.3 HF 1.2 HF.2.1.1 HF.2.5.1 HF.2.5.2 HF 2.1 HF 2.3 HF 2.4 HF 3
. Govt. Private non- . Row totals
Central Stgte{ LO(.:a.I / Socu_al employee | Parastatal parastatal |Priv. social Private HH Rest of | and total
provincial| municipal | security | . - . out-of- NPISH
govt. insurance |companies| formsand |insurance the world exp.
govt. govt. funds . pocket exp.
programmes corporations measures

1.1 Labor
1.2 Non-labor services
1.3 Material supplies
1.3.1 |Pharmaceuticals
1.3.2 |Other supplies
1.4 Medical equipment
1.4.1 |Other equipment

and durable goods
1.5 Capital goods
15.1 |Buildings and

structures
1.5.2 |Other capital goods

Total expenditure
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National Health Expenditure by Type of Financing Agents and by
Disease Group: FAx D

HF.A Public sector

HF.B Non-public sector

HF.1.1 Territorial government

HF.1.1.1

HF 1.1.2

HF 1.1.3

HF 1.2

HF.2.1.1

HF.2.5.1

HF.2.5.2

HF 2.1

HF 2.3

HF 2.4

HF 3

Central
govt.

State/
provincial
govt.

Local /
municipal
govt.

Social
security
funds

Govt.
employee
insurance

programmes

Parastatal
companies

Private non-
parastatal
forms and

corporations

Priv.
social
insurance

Private HH
out-of-
pocket exp.

NPISH

Rest of the
world

Row totals
and total
exp.
measures

Labor

GBD.1 Communicable
diseases, maternal and
prenatal conditions, and
nutritional deficiencies

GBD.1.1.2 Sexually
transmitted diseases

GBD.2 Non-
communicable
conditions

GBD.3 Injuries

Total
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| Kenya NHA Workplan

Module 3 - NHA Training Manual — Handouts H-15



Tasks

Additional/ Distinct tasks

Strategies taken (based on

Person responsible

Actions needed for

Deadline for

CBS (perhaps Director)

MoH (perhaps PS)+ (NAC+NASCO---AIDS
and TB groups w/in MoH)

*NHIF (perhaps Chief Exec)

MoD

MoE

M of Local Gov

Parastatals (7-8 major ones)

Mission Sector (CHAK, Catholics)

*Private-for-Profit Providers Organization

*African ARSQ (insurance)

National Assoc. of Trad Healers (Perhaps
Chairman)

(*Donors)

Pharmaceutical Rep.

much as possible (this not
done in first round-
particularly private sector)-
particularly those identified as
being "difficult" sources of info
in the first round

approach and
targeting of key reps
through a series of
one-to-one meetings

for HH study lessons learned from first | (*person to follow-up | completion of task | completion
NHA) with; however, most if
not all activities will be
highly collaborative
among team members)
.ldentify NHA Team
Steve Muchiri (Team Leader) (MoH)- All tasks to be initiated and  [Muchiri Need to ID 3 May 31,2002
respons DHA maintained with major Consultants- go
Nzoya (MoH)- respons NHA involvement of NHA team through bidding
Geoffery (MoH)- respons HIV/AIDS and TB gfg;ss (USAID
Research Specialist (U of Nairobi)|Ultimately responsible for HH
study
CBS Rep.|will work with local consultant
HIV/AIDS Specialist (NASCO)
TB Specialist (NASCO)
.ldentify and Recruit Representatives for
Steering Group (SG) Comm. (key
stakeholders and policymakers)
MoF (perhaps PS) Involve key stakeholders as |Muchiri Will entail a strategic |[June 15, 2002
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Federation of Kenyan Employers,
Manufacturing?, and Bank Rep?

* entities most difficult to get info from based
on first study

.|Hold Launch Conference for SG (1 Day)

Obijectives:A) to 'market’ NHA- share how| Encourage participants Muchiri July 15, 2002
NHA can benefit SG (particularly from those 'hard
- - - - info' gr
B) to collaboratively identify policy itr?vgof\ted c;o?nzl\jvp;]se)ut% tt)ﬁe
objectives/ issues for second round of NHA data collection process for
activities NHA
.INHA Team Meeting Training (1wk)
1)Agree on: Classifications, Muchiri (w/ TA from 1st wk of
Definitions, PHRplus) -Nzoya to id. August
- secondary sources
Boundaries,

(the above three- are especially important
for HIV/AIDS and TB study + DHA study)

2) Develop NHA Framework/ Approach

3) Identify primary and secondary data
sources (e.g. rotary comttee, population of
prison) needed to meet objectives of NHA
(as outlined by SG and NHA Team)

4) Receive training in populating matrices, id
and resolution of data conflicts and gaps etc

To promote
institutionalization, the
framework approach should
be developed with this in
mind - e.g. long-term potential
inter-institutional
arrangements and
relationships for NHA should
be incorporated

.|Develop Survey Instruments (NHA Team)

PHRplus to aid

HH Survey|Can review HH survey Consult past NHA survey Check before develop.|October 31,
instruments in other countries [instruments- note previous ~ |Consultant w/ CBS Of instruments 2002
'problem' questions (+AIDS TB group- regarding what types
Geoffery) of info is available
Employers Survey| Nzoya
Insurance Survey| Nzoya
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Provider Survey (incl. In-depth facility-based
questionnaire for HIV/AIDS)

Trad Healers

Government questionnaires/blank table
formats for gov. to fill in

Nzoya (+ AIDS TB
Group- Geoffery)

Nzoya (+ consultant)

Muchiri

.[NHA Team Rep to assess district
capacity and skills for DHA

Muchiri

Will require trip to the
two potential districts

September 30,
2002

.Determine sampling framework and
identify # of enumerators

Geoffery to coordinate
meetings for completion
of task

October 31,
2002

HH Study

CBS to deliver sampling
framework (and # of
enumerators) proposal

Consultant with CBS

DHA| Muchiri
NHA/HIV Geoffery NHA/HIV- will need to
identify qualifications
of data collectors
(medically trained,
social workers etc)
NHA| Nzoya
.|Pilot Test and finalize Survey
Instruments (Urban/Rural areas of 1
District)
HH Survey|Tested in 100HHs; 10 CBS Consultant to November 30,

Data Collector Supervisors
(experienced) - therefore 10
trips, each trip 2 days, each
day do 5 interviews

Coordinate.

Employers

All Pilot testers CBS

2 pilot testers; 2 trips

2002

health dept. each; each trip 2 days
Insurers (all urban) 2 pilot testers; 2 trips
each; each trip 1 day
Providers for-profit 2 pilot testers; 2 trips
each; each trip 2 days
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Providers not-for-profit

Traditional Healers

2 pilot testers; 2 trips
each; each trip 2 days

Urban: 1 pilot tester
for 1 day

Rural: 1 pilot tester for
3 days

.Draw up clear procedures for data

collection and data entry (incl.

monitoring process)

Geoffery to coordinate

HH Study

CBS to deliver Training
Manual for Data Collection
Process; also CBS to draw up
clear procedures for CBS
data entry clerks (incl.
Validation procedures etc)

Consultant and CBS
Rep

NHA/HIV Geoffery NHA/HIV will need
specific training
manual designed

NHA and DHA Nzoya and Geoffery Generic Training

manuals needed

will need to hire and
train 2? data entry
clerks (at MoH) for
NHA/HIV, NHA, and
DHA studies

November 31,
2002

10.

Training of Trainers Workshop for Data
Collection process (3 day event)

Aproach will involve 'senior data
collectors/supervisors'from each of the 4
activities; Each of the 4 studies will host
meetings separately (concurrently) within

this 3 day event

CBS HH will meet separately
during the three days (l.e.
training of the 10 CBS
supervisors)

For NHA aspect, "senior data
supervisors" will be
representatives from the
private sector and other
"difficult to retrieve info."
health entities- this strategy
hopes to avoid the poor data
collection results from some
entities in the first round of
NHA.

Muchiri w/ PHRplus
Assistance

Data entry clerks
should also be
present during the
workshop (from CBS
and MoH)

February 15,
2002

11.

Training of actual data collectors/

enumerators
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series of 20 workshops

10 of the workshops done at
provincial level (the 10 CBS
trainers will train enumerators
in provinces)

Local Consultant

each workshop to be 3 days long

March 30, 2002

12.

Monitoring of Data Collectors Training
Workshops (each for 3 days)

CBS Rep to be involved in
Monitoring process for HH
study enumerators.

Local Consultant

NHA team or local

consultant will go to 4

workshops

March 30, 2002

13.

Data Collection

Local Consultant

April-June 2002

14.

Monitoring of Data Collection Process

NHA Team to visit all Provinces

CBS Supervisors to monitor
HH Study process

Local Consultant

April-June 2002

15.

Debriefing Meetings with "Senior Data
Collector Supervisors"

to evaluate the process of data collection

Nzoya

Will need to organized

meeting in Nairobi.

April-July, 2002
(once a month)

16.|Data Editing and Entry
HH To be produced by CBS data Local Consultant July 31, 2002
entry clerks?
NHA, HIV/AIDS and TB, and DHA- to be
entered by 2 data entry clerks at MoH
17.|Data Cleaning
HH|CBS Supervisors to monitor Local Consultant July 31, 2002

HH Study CBS to present
final HH Data Set to MoH

NHA, HIV/AIDS and TB, and DHA- at MoH

Local Consultant (with
assistance from
PHRplus)

Module 3 - NHA Training Manual — Handouts

H-20




18.

Develop Data Analysis Plan and Populate
the Matrices

Will require a 2 day initial meeting of the
NHA team

Initial entry will be done by
NHA team alone (concern
was raised that first NHA
round was not truly owned by
the gov. as such tasks were
completed outside gov)

Local Consultant

Will also need to
consult secondary
resouces

August 30, 2002

19.

Keep SG Informed throughout NHA
process

Via. Mid year meeting of the SG

To ensure their support and

Also, via a monthly newsletter?

advocacy for NHA; previous
report was not very effective
in terms of influencing policy-
due to the lack of NHA
informed stakeholders.

Muchiri

Mid-Aug, 2002

20.

ID errors, conflicts, missing data, and
reconcile these issues

Local Consultant with

Aug-October

PHRplus assistance 31, 2002
21.|Draft Report Muchiri to supervise December 1,
process 2002
NHA Report As opposed to first round, Nzoya Will need to identify
second round will be drafted senior policy person to
by MoH NHA Team write policy
— implications
DHA Muchiri (interpretation of data)
NHA/HIV Geoffery chapters for each

report

22.

Dissemination of Draft NHA Report to SG
for Approval (1 day meeting)

Muchiri (w/ PHRplus)

January 31,
2002

23.|[Finalization of Report and production of Steve Will consult with MoH |February 27,
policy briefs PR dept for policy 2002
brief development
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| Kenya NHA Data Plan
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For Primary Sources

RECORD-KEEPER: Geoffery Kimani, Department of Planning, MoH

NHA Team Member Responsible| Person to Contact (e.g. | Deadline to meet |Deadline to| Deadlineto | Deadline to
for Coordinating Survey From Steering Committee)| with contact Pre-test Implement clean data
Name of data source Instrument Design and to consult when designing person and Survey and | (ready to be
Development of Specific the survey finalize survey Collect Data |inserted into
Workplan instrument matrices)
Insurance Company Survey Nzoya Dhim, Department of Commissioner of
Planning, Ministry of Health Insurance
30-Nov-02 15-Jan-03 | 15-Feb-03 | 15-Apr-03
Household Survey Professor Nganda, University of|David Nalo, CBS Director February 15 -
Nairobi March 15,
15-Oct-02 30-Nov-03 2003 15-Apr-03
Employer Survey Nzoya Dhim, Department of Manufacturer's
Planning, Ministry of Health Association (Mr. Manga),
FKE (Mr. Tom Owuor),
KNCCI (Mr. Gichere), 30-Nov-02 15-Jan-03 15-Feb-03 15-Apr-03
Donor Survey Steven Muchiri (responsible); |Donor Working Group
George Wanjau (assisting -
Department of Planning, MoH 30-Nov-02 15-Jan-03 | 15-Feb-03 15-Apr-03
NGO Survey George Wanjau, Department of NGO Council- Chairman
Planning, MoH 30-Nov-02 15-Jan-03 15-Feb-03 15-Apr-03
Traditional Healer Survey Professor Nganda, University of |Association of Traditional February 15 -
Nairobi (responsible); Nzoya  |[Healers- Chairman March 15,
Dhim (assisting) 15-Oct-02 30-Nov-03 2003 15-Apr-03
Public and Private Provider Survey |Nzoya Dhim, Department of Hospital Association
Planning, Ministry of Health Chairman (Private)
(responsibility); Stan Wijenje 30-Nov-02 15-Jan-03 | 15-Feb-03 | 15-Apr-03
Special to HIV*
-Sub-group of HIV Patient Records
- Facility Based Survey
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For Secondary Sources

RECORD-KEEPER: Nzoya Dhim

Name of data source

NHA Team Member Responsible for Getting Data

Person to contact (e.g. From
Steering Committee) to Obtain
Information

Deadline to Collect
Data Source and
Report Back to Team

Government Records:

MoH Executed budgets or Expenditure Mosira M Martin (responsible)- Finance Department, |No need to contact 3rd party 1-Oct-02
Returns 2001-2002 June-July (for all levels  [MoH; Henry G Onyiego (assisting)- Department of
such as provincial, district, etc) Planning, MoH
Expenditure returns (2001-2002)Other Mosira M Martin (responsible)- Finance Department, [Need to contact each Ministry PS; 15-Nov-02
Ministries (incl. MoE, MoD, MoLocal MoH; Henry G Onyiego (assisting)- Department of Steven Muchiri- Department of
Government, MoHome Affairs) Planning, MoH Planning, MoH will facilitate making
the contacts
Public Expenditure Review (PER) only MOH (George Wanjau- Department of Planning, MoH No need to contact 3rd party 1-Oct-02
(1999-last PER)
HMIS annual report (health sector information |[Esther Ogara, Head Officer, HMIS No need to contact 3rd party 1-Mar-03
report) 2000-2001 (Not yet processed- in
validation); and district reports
FIF — collection of cost sharing funds Nzoya Dhim, Department of Planning, MoH Abdile and S. Munga - Division of 15-Nov-02
Health care financing, MoH
Annual Ministry of Health Program Managers |[lbrahim Mohammed (responsible)- NASCOP, Joel No need to contact 3rd party 1-Mar-03
Report (HIV, TB, EPI, Reproductive health, [Kangangi- (assist) National TB program
IMCI, Nutrition)- will require further discussion
Import-Export Records — Ministry of Finance [Alfred Runyago, MoF&D Kenya Revenue Authority
Commissioner- Steve Muchiri to
facilitate contact 1-Feb-03
Other Public Records
District poverty reduction report — 2001 Geoffrey Kimani, Department of Planning, MoH; No need to contact 3rd party
George Wanjau (assisting)- Dept. of Planning, MoH 15-Oct-02
Human Development report2001 — UNDP Professor Nganda- U of Nairobi No need to contact 3rd party 1.0ct.02
- C -
TB and Poverty report — due out October Joel Kangangi, National TB Program No need to contact 3rd party
2002 1-Nov-02
\Wealth Index Geoffrey Kimani, Department of Planning, MoH; No need to contact 3rd party 15-Oct-02
Donor Mapping report - activity expenditures (George Wanjau- Department of Planning, MoH Dr. Gakuru, Health Reform
Secretariat (principal contact);
Richard Osmanski, USAID
(secondary contact) 15-Oct-02
DARE — 2001 Professor Nganda- U of Nairobi No need to contact 3rd party 1-Oct-02
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Insurer Records

NHIF annual report — does it exist?

Nzoya Dhim, Department of Planning, MoH

Hussein, Managing Director, NHIF

15-Oct-02
Commission of Insurance - # of public/private[|Professor Nganda- U of Nairobi Commissioner of Insurance
insurance 31-Oct-02
Parastatals
Statement of Accounts Henry G Onyiego, Department of Planning, MoH; Titus Murithi, Parastatal
Nzoya Dhim (assiting)- Department of Planning, MoH |Inspectorate, Office of the President/
or can go to CBS library for copies
of report 31-Oct-02
Provider Records
Financial statements of PRIVATE hospitals [|Steven Muchiri- Department of Planning, MoH Kenya Association of Hospitals-
Chairman 30-Nov-02
Records from medical licensing board Ibrahim Mohammed (responsible)- NASCOP- for Relevant Heads of Licensing Boards
(Doctors, Dentists, Nursing, Pharmacists, Medical and Dentists Boards; Esther A Ogara, Head
Clinical Officers, etc) — MOH HMIS- for Nursing, Pharmacists, Clinical Officers'
Boards 30-Nov-02
HMIS computer — October 2002 (repeated) (Esther Ogara, Head Officer, HMIS No need to contact 3rd party 1-Mar-03
Household Records
KDHS - (1998) Esther Ogara, Head Officer, HMIS No need to contact 3rd party 1-Oct-02
\Welfare and income report - 1998 Geoffery Kimani, Department of Planning, MoH No need to contact 3rd party
15-Oct-02
MICS — 2001 — Multi-cluster Indicator Survey (Geoffery Kimani, Department of Planning, MoH No need to contact 3rd party
15-Oct-02
CBS ?7? Nzoya Dhim, Department of Planning, MoH; Steven  |[No need to contact 3rd party
Muchiri, Department of Planning, MoH 15-Oct-02
Directory of Industries Professor Nganda- U of Nairobi No need to contact 3rd party 15-Oct-02
Donor Reports
\World Development Indicator from World Gilbert Kombe, PHRplus- to send to Steve Muchiri, No need to contact 3rd party
Bank; MoH 15-Oct-02
Donor Mapping Report (repeat) George Wanjau- Department of Planning, MoH Dr. Gakuru, Health Reform
Secretariat (principal contact);
Richard Osmanski, USAID
(secondary contact) 15-Oct-02
UNAIDS Annual Report Gilbert Kombe, PHRplus- to send to Steve Muchiri, No need to contact 3rd party
MoH 15-Oct-02
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| Examples of Government Records

(Includes records from Ministry of Finance and Ministry of Health)
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Example of Ministry of Finance Executed Record
of Expenditures (Country)

Summary of Total Government Expenditure and Funding Sources

Category

Established Staff (10)
Unestablished Staff (11)
Travel and Communications (12)
Maintenance and Operations (13)
Purchase of Goods and Services (14)
Operational Grants and Transfers (15)
Public Debt (17)
Capital Transfers (18)
Defense (19)
Capital Expenditure (20)
Equity Payments (21)
Privy Purse (77)
TOTAL EXPENDITURE

FUNDING SOURCES
Government of X Fund 1998/99

X Trust Fund/Local Community
Contributions
Revolving Funds

Overseas Donor Funding (Cash)
Overseas Donor Funding (In-kind)
TOTAL FUNDING

Actual ggﬁ:;?‘le Eset\ilrlr?:tde Estimate
1997/98 1998/99 1998/99 1999/2000
EXPENDITURE

33,544,693 37,477,771 38,113,868 40,390,049
2,063,777 2,125,096 2,374,848 2.183,517
5,532,764 5,243,281 5,437,146 4,224,314
5,071,781 7,304,553 6,332,308 5,839,428
13,721,985 17,260,792 13,474,592 16,694,504
7,285,429 11,896,195 7,902,271 13,703,812
5,924,300 11,604,731 11,604,731 6,425,000
- 300,001 300,001 300,000
3,893,792 3,250,071 3,412,150 3,250,071
25,390,350 32,025,194 12,677,572 20,890,353
9,000 350,001 350,000 350,001
152,650 145,750 145,750 145,750
102,590,521 128,983,436 102,125,238 114,396,799
62,345,317 68,646,356 68,286,566 63,509,972
4,760,248 3,458,437 3,541,659 3,518,935
3,409,922 5,744,823 4,843,647 9,012,049
8,035,508 19,121,379 7,747,461 17,042,162
24,039,526 32,012,441 17,705,906 21,313,681

102,590,521

128,983,436

102,126,238

114,396,799
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Example of MOF Record of Expenditures (Country

Summary of Programmes by Ministry
Original Revised .
Prog. . Actual . . Estimate
Programme Title Estimate Estimate
No. 1997/98 1998/99 1998/99 1999/2000
1901 Leadership and Policy Advice 2,165,598 382.805 330,303 324,012
1902 Professional Services 893,166 554,990 605,275 569,338
1903 Primary Education Services 6,065,795 5,795,854 5,670,389 6.006,754
1904 Secondary Education Services 2,829,246 2,641,858 2,669,712 2,703,420
1905 Post Secondary and Non-Formal Education 2,100,995 5,820,397 2,349,130 5,097,985
Services
1906 Youth Development, Sport and Culture 1,378,522 224,613 262,436 55,600
19 Ministry of Education 15,433,322 15,410,517 11,887,245 14,757,109
2001 Leadership, Policy Advice & Programme 1,844,268 3,446,449 1,905,924 3,054,918
Administration
2002 Preventive Health Care 1,072,323 1,710,469 1,279,954 1,727,023
2003 Curative Health Care 7,098,682 11,782,231 7,207,669 11,073,443
20 Ministry of Health 10,015,273 16,939,149 10,393,547 15,855,384
2101 Government Pensions and Gratuities 2,280,472 2,300,000 2,007,182 5,300,000
21 Civil Pensions and Gratuities 2,280,472 2,300,000 2,007,182 5,300,000
2201 Prison Services 535,018 520,801 546,735 499,260
22 Prisons Department 535,018 520,801 546,735 499,260
2301 Leadership, Policy Advice and Programme 1,832,644 2,330,394 2,809,213 1,874,020
Administration
2302 Agricultural Export Expansion 1,019,082 1,649,182 922,312 1,868,465
2303 Food Security and Nutrition 400,502 578,589 247,604 800,856
2304 Livestock Development 276,209 413,874 177,855 199,470
2305 Forestry and Conservation 487,087 1,317,247 636,598 607,940
2306 Commercial Services 852,250 1,116,836 1,355,303 2,477,544
23 Ministry of Agriculture and Forestry 4,867,774 7,406,123 6,148,885 7,828,295
2401 Leadership, Executive Management and 1,076,769 1,032,584 937,366 289,841
Administrative Support
2402 Fisheries Research and Development 1,229,638 1,267,539 134,522 118,307
2403 Development of Commercial Fisheries 248,174 1,399,705 707,622 2,226,978
2404 Maintenance, Marketing and Extension of 424,743 1,041,937 539,344 1,011,308
Fisheries
24 Ministry of Fisheries 2,979,424 4,741,765 2,318,854 3,646,434
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| Example of Ministry of Health Record for Country X

Ministry of Health (20): Programme 01: Leadership, Policy Advice and Programme Administration

. L Actual Ori_ginal Reyised Estimate
Details of Programme Activity 1997/98 Estimate Estimate 1999/2000
1998/99 1998/99
20-0104 Sub-programme 04: Institutional Strengthening
Activity 01: Queen Salote School of Nursing
010401-10 Established Staff 55,682 68,836 64,897 62,123
010401-13 Maintenance and Operations 2,043 2,000 2,000 2,000
010401-14 Purchase of Goods and Services 3,577 6,500 6,500 2,500
010401-20 Capital Expenditure 37,445 0 0 2,000
Activity 01 Total 98,747 77,336 73,397 75,623
Activity 02: Health Training Centre
010402-10 Established Staff 45,515 56,267 49,777 56,266
010402-14 Purchase of Goods and Services 2,280 41,334 1,892 32,836
010402-20 Capital Construction 0 1,069,890 1 1,069,890
Activity 02 Total 47,795 1,167,491 51,670 1,163,992
Sub-Programme 04 Total 146,542 1,244,827 125,067 1,239,615
20-0105 Sub-programme 05: Health Policy Planning and Information
Activity 02: Health Information
010502-10 Established Staff 177,828 181,370 175,092 177,609
010502-13 Maintenance and Operations 2,358 2,000 500 500
010502-14 Purchase of Goods and Services 3,540 4,000 3,500 1,500
Activity 02 Total 183,726 187,370 179,092 179.609
Activity 03: Health Planning
010503-10 Established Staff 103,797 263,032 174,724 262,232
010503-13 Maintenance and Operations 3,841 11,800 5,500 11,500
010503-14 Purchase of Goods and Services 88,691 167,000 71,780 153,359
010503-15 Operational Grants and Transfers 86,953 380,000 150,000 218,350
Activity 03 Total 283,282 821,832 402,004 645,441
Activity 04: Project Planning
010504-10 Established Staff 6,732 7,717 6,572 6,983
010504-12 Travel and Communications 0 0 0 0
010504-13 Maintenance and Operations 237 400 500 0
010504-14 Purchase of Goods and Services 1,054 800 3,600 100
Activity 04 Total 8,023 8,917 10,672 7,083
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| Example of MOH Record for Country X

Ministry: Health (20): Ministry Summary by Programme

Prog Actual Original Revised Estimate
’ Programme Title Estimate Estimate
No. 1997/98 1998/99 1998/99 1999/2000
Leadership, Policy Advice & Programme
Administration
Established Staff (10) 721,151 973,016 846,695 932,700
Unestablished Staff (11) 267,156 32,800 55,630 60,230
Travel and Communications (12) 217,510 164,598 189,300 161,300
Maintenance and Operations (13) 82,187 108,132 109,700 35,800
Purchase of Goods and Services (14) 405,766 559,613 422,298 416,200
Operational Grants and Transfers (15) 86,953 380,000 150,000 218,500
Capital Expenditure (20) 63,545 1,228,290 132,301 1,230,200
Programme 01 Total 1,844,268 3,446,449 1,905,924 3,054,930
Preventive Health Care
Established Staff (10) 681,761 842,584 860,963 838,100
Unestablished Staff (11) 0 0 0 0
Travel and Communications (12) 10,410 6,973 6,973 5,900
Maintenance and Operations (13) 275,334 575,075 270,918 559,150
Purchase of Goods and Services (14) 104,818 222,236 140,100 260,150
Operational Grants and Transfers (15) 0 1,000 1,000 1,600
Capital Expenditure (20) 0 62,601 0 62,600
Programme 02 Total 1,072,323 1,710,469 1,279,954 1,727,500
Curative Health Care
Established Staff (10) 3,504,980 4,065,328 3,766,553 4,019
Unestablished Staff (11) 0 3,744 0 0
Travel and Communications (12) 603,006 662,301 622,300 161
Maintenance and Operations (13) 146,623 152,233 208,111 122
Purchase of Goods and Services (14) 1,737,466 2,109,753 2,262,511 2,061
Capital Expenditure (20) 1,106,607 4,788,872 348,194 4,708
Programme 03 Total 7,098,682 11,782,231 7,207,669 11,073
TOTAL PROGRAMME EXPENDITURE 10,015,273 16,939,149 10,393,547 15,855
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W P T A 5T R
URIDLD OF PR RUPLERID

EJECUCION PRESUPUESTARIA A OCTUBRE DE 1,999
A NIVEL DE PROGRAMA ¥ ACTIVIDADES

MINISTERIO DE SALUD PUBLICA Y ASISTENCIA SOCIAL

(Cifras en Quetzales)
1 | E] [] [}
PRESUPUESTD | PRESUPUESTD | PRESUPLESTOD
CODH30 PROGRALA H’Hﬂll_Eﬂ VIGENTE EJECUTADD % EJEC

TOTAL GENERAL (A«

Aj GASTOS EN RECURSO HUMANG

SUELDOS ¥ SALAROS

BEMES ¥ SERVICIOS

o Actividedes Centrales 135802727 JEp B4y 007 14
01 - Reciona y Coonhnackn Secipeal o Ingttucional 3,558, Axa4AT 2811 40 ar
02 - Gerencig Gersral 1B} 8IS 199, 11087 124 B85 10T 105
03 - Desamclo Técnico Mormalvg y de Sarvickos 5 41,1 30,528.91 75
1 Desarrollo del Recwrao Humano FAL. L] BE80,05F LTI Fi |
01 - Formackn 5,086 B2 &, 1ha 57 4,051, T
02 - Capaciacsin 2053 A2 1,479 481 1.228, B3
12  Mejoramiento de les Condiclones de Salud y Ambleris R L] [ EEINC1) R 1) ll
il - Cenbied y Vagilanca de Flespoa y Ambisnte 1. 8452 4,845,087 B
02 - Conbiol y Vigiandia del Agua 280,11 98, 2078 b
07 - Conivel y Vigilancaa de Escrstas Des Solidos y Ag. Ras 392002 7, 380 4 ]
M - Conbrod y Viglanoa de k5 Almenbos y Medicarmenios 200921 T, L= R B%
01 - Conticl y Viglanoa de Eslab Com . Ind | y de Servicio Han o
0 - Conirod y Viglancia de Cemenediod y Manejo de Caday. F 1408 =2
03 . Contrgl y Viglancia da Urbanizaciones y Vienda aam LLLL L]
13 Servicios de Saiud # Isa Personss ATE MR AFj gsE 13 4033473 n
01 - Estencitn de Coberura de Servicios de Saled B5 429522 B2,131 B ER3, 100
01 - Gestidn Adminisiraliva 45278, 845 X2 440708 x2I95aR 1o
02 - Edheeacidn y Comunicacsdn BU0E, D #9808, 535 0.054.50 100
03 « Wigdancia Epldemioligeca & Indosmacidn 7,858, 4 50T 463 4 35T, o)
04 - Diagndstico, Actiones Especificas y Tratamienio 65,500,114 55, 794,185 G4 88 | al
0 - Gestidn Administiativa 1827 B4 58404 4TH 53
02 - Servicios de Hospaakzacdn 103234, 007 115,800 534 Fabralhe o
03 - Seracios de Consula Exigina 5 00 428 B 593 eg 1ana a2
4 - Serdicios de Emergencia 28.830,350 15822 205 14, ra0.1 EL
88  Reconstruecidn Huracan Mifch LRI L0 Ly
" Partides No Arigrabies 8 Programes SLEIT TR 45.813,372 ALTOT RN ~
B} INVERSION 0 157, ] [E]
13 Servicion e Saluad 3 las Peatonas 0
81 -Coomsbsucesdn douion 3740, Tidy
51 -Equepamupnin y wumirssinos A Hospstalang 30,000 5105992 7o
§1 -Aermodelacion y pqup Hospesl nec De Eacuniy 10954 =887 LLE )
51 -Equepamienis hotpilalang 122714, 428 531
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Ministry of Health Spending on Health Care by Type of Expenditure
Budget Code 7.XX.Xx

Code Spending by Type Croutons Code Spending by Type Croutons Code Spending by Type Croutons
7.00.00 | MINISTRY 33,478 | 7.03.00 | REGULATION OF 439 7.07.00 | HOSPITAL 5,299
TOTALS PHARMACEUTICALS CARE IN OTHER
& MEDICAL DEVICE FACILITIES
INDUSTRIES
7.00.01 | Wage fund 6,166 7.03.01 | Wage fund 251 7.07.11 | Other expenses 5,299
7.00.02 | Additions to 1,953 7.03.02 | Additions to wages 63
wages
7.00.03 | Clerical & 2,526 7.03.03 | Clerical & economic 125 7.08.00 | CARE IN 6,473
economic expenses POLYCLINICS &
expenses AMBULATORIES
7.00.04 | Business trips & | 1,194 7.03.04 | Business trip & official | O 7.08.11 | Other expenses 6,473
official expenses
expenses
7.00.05 | Food expenses | 835 7.03.05 | Food expenses 0
7.00.06 | Acquisition of 1,700 7.03.06 | Acquisition of 0 7.10.00 | ASSISTANCE 986
pharmaceuticals pharmaceuticals OF REGIONAL
AUTHORITIES
7.00.07 | Acquisition of 1,375 7.03.07 | Acquisition of 0 7.10.11 | Other expenses 986
equipment & equipment &
inventory inventory
7.00.08 | Acquisition of 40 7.03.08 | Acquisition of soft 0
soft goods & goods & uniforms
uniforms
7.00.09 | Capital 804 7.03.09 | Capital investment 0 7.11.00 | ASSISTANCE 1,106
investment OF NIA
7.00.10 | Maintenance 549 7.03.10 | Maintenance 0 7.11.11 | Other expenses 1,106
7.00.11 | Other expenses | 16,336 | 7.03.11 | Other expenses 0
7.01.00 | OPERATION 9,387 7.04.00 | ACTIVITIES 3,338
OF MINISTRY AGAINST
HOSPITALS EPIDEMICS
7.01.01 | Wage fund 1,963 7.04.01 | Wage fund 1,001
7.01.02 | Additions to 818 7.04.02 | Additions to wages 334
wages
7.01.03 | Clerical & 1,227 7.04.03 | Clerical & economic 334
economic expenses
expenses
7.01.04 | Business trips & | 41 7.04.04 | Business trips & 835
official official expenses
expenses
7.01.05 | Food expenses | 573 7.04.05 | Food expenses 0
7.01.06 | Acquisition of 981 7.04.06 | Acquisition of 501
pharmaceuticals pharmaceuticals
7.01.07 | Acquisition of 900 7.04.07 | Acquisition of 0
equipment & equipment &
inventory inventory
7.01.08 | Acquisition of 40 7.04.08 | Acquisition of soft 0
soft goods & goods & uniforms
uniforms
7.01.09 | Capital 717 7.04.09 | Capital investment 0
investment
7.01.10 | Maintenance 491 7.04.10 | Maintenance 0
7.01.11 | Other expenses | 1,636 7.04.11 | Other expenses 333
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7.02.00 | OPERATION 1,600 7.06.00 | MISCELLANEOUS 1,924 7.12.00 | MAINTENANCE | 2,926
OF MINISTRY HEALTH-RELATED OF CENTRAL
ORPHANAGES ACTIVITIES ACCOUNTING

SYSTEM

7.02.01 | Wage fund 364 7.06.01 | Wage fund 1,490 7.12.01 | Wage fund 1,097

7.02.02 | Additions to 73 7.06.02 | Additions to wages 299 7.12.02 | Additions to 366
wages wages

7.02.03 | Clerical & 2901 7.06.03 | Clerical & economic 0 7.12.03 | Clerical & 549
economic expenses economic
expenses expenses

7.02.04 | Business trips 0 7.06.04 | Business trips and 135 7.12.04 | Business trips 183
and official official expenses and official
expenses expenses

7.02.05 | Food expenses | 262 7.06.05 | Food expenses 0 7.12.05 | Food expenses 0

7.02.06 | Acquisition of 218 7.06.06 | Acquisition of 0 7.12.06 | Acquisition of 0
pharmaceuticals pharmaceuticals pharmaceuticals

7.02.07 | Acquisition of 73 7.06.07 | Acquisition of 0 7.12.07 | Acquisition of 402
equipment & equipment & equipment &
inventory inventory inventory

7.02.08 | Acquisition of 0 7.06.08 | Acquisition of soft 0 7.12.08 | Acquisition of soft | 0
soft goods & goods & uniforms goods & uniforms
uniforms

7.02.09 | Capital 87 7.06.09 | Capital investment 0 7.12.09 | Capital 0
investment investment

7.02.10 | Maintenance 58 7.06.10 | Maintenance 0 7.12.10 | Maintenance 0

7.02.11 | Other expenses | 174 7.06.11 | Other expenses 0 7.8.11 Other expenses 329

Source: Ministry of Finance, Materials on the Execution of the Federal & Consolidated Budgets
Adapted from The NHA Producers’ Guide
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FINANCIAL DEPARTMENT - BUDGET OFFICE
MINISTRY OF HEALTH AND SOCIAL SERVICES
ACTUAL EXPENDITURES — December 1999

PROGRAM AND ACTIVITY LEVEL
Figures in Local Currency (Q)

1 2 3 4
CODE PROGRAM APPROVED ACTUAL
BUDGET EXPENDITURES
OVERALL TOTAL (A+B).............. 473,417,259 666,218,751
A) GOODS AND SERVICES (SUM 01-99) 473,417,259 509,764,751

01 Central Level Activities 3,598,559 3,287,590
02 - General Administration 3,598,559 3,268,471
03 - Vaccines 19,119
11 Capacity Building 5,089,892 5,186,575
01 - Training 5,089,892 5,186,575
12 Environmental Health 8,132,661 6,283,019
01 - Environmental Protection and Risk Management 7,249,623 5,452,730
02 - Water Management and Protection 280,115 298,722
03 - Solid Waste and Agricultural Residue Management 393,002 387,363
04 - Control and Surveillance of Food and Drugs 209,921 144,204
01 - Oversight and Regulation of Commercial, Industrial, and Service Industry 4,824 25,331
02 - Oversight and Regulation of Urban Expansion and Development 9,971 9,971
13 Health Care Services 427,068,379 409,656,413
01 - Extension of Health Service Coverage 85,429,923 82,133,056
01 - Primary Health Care Administration 45,276,845 32,440,708
02 - Education and Communication 8,046,084 29,808,935
03 - Disease Surveillance 7,888,469 4,907,469
04 - Diagnosis and Treatment of Disease 66,500,114 55,799,389
01 - Hospital Administration 63,822,088 60,470,435
02 - Hospital Inpatient Services 112,234,037 119,880,934
03 - Hospital Ambulatory Services 9,040,428 8,593,282
04 - Hospital Emergency Services 28,830,391 15,622,205
98 Emergency Disaster Fund 0 39,737,782
99 Government Subsidies to Specialized Facilities 29,527,768 45,613,372
B) INVESTMENT 0 156,454,000
13 Health Infrastructure 0 156,454,000
51 - Hospital Repairs 3,740,000
51 - Hospital Equipment 30.000.000
51 - Hospital Construction 122,714,000
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| Examples of Donor Surveys
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REPUBLIQUE RWANDAISE
MINISTERE DE LA SANTE
C/O DPA/COMPTES NATIONAUX DE LA SANTE
B.P. 84
KIGALI
Ph/Fax : 71719
No .

NATIONAL HEALTH ACCOUNTS (NHA)
SURVEY OF INTERNATIONAL IMPLEMENTING AGENCIES

Dear Sir or Madam:

Better information on health care financing is an essential basis for health sector reform in Rwanda.
That is the reason why the Ministry of Health started to collect financial and utilization data from
1998 to establish National Health Accounts for the Rwandan Health Sector. National Health
Accounts provide information to analyze the flow of funds between sources and users in the public
and private health sector, aiming to develop and implement health care policy changes.

In this sense, the Ministry of Health asks for your collaboration. You are kindly requested to fill in this
questionnaire and return it by September 30, 1999 to the above address. All information you provide will be
treated confidentially and will be purely used on an aggregated level to establish National Health Accounts for
the year of 1998.

A. OVERALL INFORMATION

1. Name of Organization:

2. Inwhat year did you start your activities in the Rwandan health sector:
3. Did you as an Organization provide health care during 1998?

-yes 1

-no 2

4. Please describe your personnel situation during 1998:

Overall Personnel Personnel working on HIV/AIDS projects
Personnel: Average Average Average Percentage of Average Percentage of
Number Number of Number of locals’ time Number of expats’ time
of Locals Expatriates Locals working on Expatriates working on
HIV/IAIDS HIV/AIDS
Physicians
Nurses

HIV counselors

Social Workers

Other Medical
Technicians

Other Personnel

Total
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Please report the following financial information in US-Dollars. If your accounting system is not in
US-Dollars but in another currency, specify the exchange rate you applied when you filled in this
questionnaire:

1 US-Dollar = (specify in your currency)

B. INFORMATION ON YOUR OVERALL REVENUE SITUATION IN 1998

Please describe how much revenue you received in 1998 from your donor agenciest and the
Government of Rwanda (GOR) to cover your charge categories:

Donor Agencies / GOR (please specify name and $ amount received)

Charge category | .. | e i i,

a. Project Overhead Cost
& Administration®

b. How much of the project
overhead cost is for
health®?

c. Drugs & Supply
- Drugs
- Medical Supplies

- 4
d. Maintenance

e. Infrastructure °
- Building
- Equipment
- Vehicles
- Others

Others

Total

! E.qg.: Bi-laterals (specify country of origin), EU, UN-Organizations (UNDP, UNHCR, WHO, UNAIDS, UNICEF,
UNESCO, UNFPA, etc.), World Bank, Churches, and other donors.

Project overhead administration includes all your project costs such as for expatriates and local employees hired by
your Organization, your vehicles, office, maintenance, infrastructure costs, etc.

Includes your organization’s employee health insurance, medical bill reimbursements, etc.

Includes water, electricity, equipment maintenance, etc. of Medical regions, districts, hospitals, health centers,
pharmacies, etc.

Infrastructure / building of Medical regions, districts, health centers, hospitals, etc.
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C. INFORMATION ON YOUR OVERALL HEALTH EXPENDITURES DURING

1998:

Please report for your organizations/projects during 1998:

Your Project’s Overhead Charges:

US-Dollars in 1998

a. Overhead project expenditures

b. How much of your project’s overhead expenditure has been

spent on health?

2. Please describe how much you gave for health related activities to the different Ministries,
Departments and Programs on the central government level during 1998. Specify the names for
each Ministry (e.g. MOH), Department (e.g. DSS) and Government Program (e.g. PNLS), and the $

amount of your expenditure.

Central Government (specify name of Ministry/Dep/Progr. and $)

Charges DSS

PNLS

a. Administrative
Support

b. Total Salary Costs

Total Training Costs

Drug & Supply
- Drugs
- Supplies

e. Maintenance 6

f. Infrastructure
- Building
- Equipment
- Cars/Vehicles
- Others

Others

Total

5 Includes electricity, water, fuel, etc.
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3. Please describe for the year of 1998, how much of your expenditures were for health related

activities in the public sector.

counseling, health care for prisoners, etc.

Health Related Activity:

Fill in one table per health activity, and describe the activity, i.e. HIV

Charges

All Medical
Regions
Admin

Basis

All Medical
Districts
Admin
Basis

All public
district
Hospitals

All
pharmacies

All public
Health
Centers

Mission
Hospitals

Mission
Health
Centers

a. Admin. Support

b. Salary Costs

Training

d. Drug & Supply
- Drugs
- Supplies

e. Maintenance

f. Infrastructure
- Building
- Equipment
- Cars
- Others

Others

Total

Please copy this table and fill in for each additional activity related to health, you supported.
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4. Please report how much you spent in US-dollars on health related activities during 1998. Please report

aggregated information per column. Again, fill in one table per activity and specify the name.

Health Related Activity:

Charges

Local
NGOs

Associations

Churches

Counseling

a. Admin. Support

b. Salary Costs

Training

d. Drug & Supply
- Drugs
- Supplies

e. Maintenance

f. Infrastructure
- Building
- Equipment
- Cars
- Others

Others

Total

Please copy this table and fill in for each additional activity related to health, you supported.
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D. INFORMATION ON YOUR HIV/AIDS REVENUE SITUATION IN 1998

The Ministry of Health would like to find out how much money was spent on HIV/AIDS during
1998. Please fill in the following questions, if you had any project activity related to HIV/AIDS
during that period of time:

1. How much revenue did you receive for HIV/AIDS specific projects from donors, such as
bilateral agencies (specify country of origin), EU, UN-Organizations (UNDP, UNHCR, WHO,
UNAIDS, UNICEF, UNESCO, UNFPA, etc.), the World Bank, Churches, etc. in 1998?

D = Donors (specify donor and $ amou

Charge Categories

D, D, D:

nt received)

Your Organization’s HIV/AIDS program
coordination

National & international networking,
conferences, and coordination of HIV/AIDS
prevention and control in Rwanda

Blood donor screening/lab tests

Maternal to child transmission

Drugs for opportunistic infections

Condom promotion & distribution

Q|=lo|a|o

STD prevention among vulnerable groups
(CSW, truckers, soldiers)

STD prevention in overall population through
universal precautions & training of medical staff
and health animators

HIV infection among school youth

Reduce number of sex workers (CSW)

Reduce unsafe sex behavior

Social and psychosocial services, Counseling
services and centers

Promotion of cultural norms & values to reduce
HIV transmission

Care & Support for HIV infected people

Care & support for unaccompanied children

Collaboration on HIV with partner organizations,
NGOs, churches

Improve data collection capacity

others

Total
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2. How much revenue did you receive for HIV/AIDS specific projectsin 1998 from the
Rwandan Government, Programs, such as PNLS, or local organizations, such as churches, etc?

Local Government/Organization (specify name, $)

Charge Categories

Your Organization’s HIV/AIDS program
coordination

National & international networking,
conferences, and coordination of HIV/AIDS
prevention and control in Rwanda

Blood donor screening/lab tests

Maternal to child transmission

Drugs for opportunistic infections

Condom promotion & distribution

STD prevention among vulnerable groups
(CSW, truckers, soldiers)

STD prevention in overall population
through universal precautions & training of
medical staff and health animators

HIV infection among school youth

Reduce number of sex workers (CSW)

Reduce unsafe sex behavior

Social and psychosocial services,
Counseling services and centers

Promotion of cultural norms & values to
reduce HIV transmission

Care & Support for HIV infected people

Care & support for unaccompanied children

Collaboration on HIV with partner
organizations, NGOs, churches

Improve data collection capacity

others
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INFORMATION ON YOUR HIV/AIDS EXPENDITURES SITUATION IN 1998

1. Please estimate in the following table, how many people you approximately targeted with
your HIV/AIDS program in 1998:

HIV/AIDS Program

Beneficiary Audience: Prevention Care and Support

a. Youths
- up to 15 years
-16 — 19 years

b. Adults
20 — 25 years
26 — 35 years
36 + years

Women

Men

. Medical Staff

Prisoners

. Armed Forces

sla|=|olalo

. Commercial Sex Workers

Truck drivers

— =

Displaced persons

Others

Total Beneficiaries

1. Pleaseindicate/estimate how much in percentage of your overall HIV expenditures went to
rural and how much to urban areas?

Geographical Percentage

a. In the cities of Kigali, Butare, and Gisenyi.

b. Rural areas: outside the cities of Kigali, Butare and Gisenyi.

The Ministry of Health thanks you very much for your collaboration.

Please return this questionnaire before September 30, 1999 to the following address or call phone
number 71719. We will send a driver to pick-up the questionnaire.

REPUBLIQUE RWANDAISE

MINISTERE DE LA SANTE

C/O DPA/COMPTES NATIONAUX DE LA SANTE
B.P.84,KIGALI

Ph/Fax : 71719
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| Examples of Employer Surveys
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REPUBLIQUE RWANDAISE

MINISTERE DE LA SANTE

C/O DPA/COMPTES NATIONAUX DE LA SANTE
B.P. 84

KIGALI

Ph/Fax: 71719

No :

NATIONAL HEALTH ACCOUNTS (NHA)
Survey of Health Benefits Offered by Employers

Dear Sir or Madam:;

Better information on health care financing is an essential basis for health sector reform in Rwanda. That
is the reason why the Ministry of Health started to collect financial and utilization data from 1998 to
establish National Health Accounts for the Rwandan Health Sector. National Health Accounts provide
information to analyze the flow of funds between sources and users in the public and private health sector,
aiming to develop and implement health care policy changes.

In this sense, the Ministry of Health asks for your collaboration. You are kindly requested to fill in this
guestionnaire and return it by August 30, 1999 to the above address. All information you provide will be

treated confidentially and will be purely used on an aggregated level to establish National Health
Accounts for the year of 1998.

Name of Firm:

Sector Ownership

Number of employees: Permanent Temporary

1. Do you provide health benefits to your employees? Yes 1

No 2
2. If yes, who is entitled to receive these benefits?
(circle all that apply)
Permanent Employees
Temporary Employees
Family members of permanent employees
Family members of temporary employees

Retired employees

o o1 A W NP

Family members of retired employees

Others (specify)
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3. What is the nature of health benefit(s) you offer?
(circle all that apply)

Fixed amount per annum 1
Private Insurance 2
Own hedlth facilities 3
Contract with private providers 4
Social Insurance 5
Reimburse expenses 6
Others (specify)
4. If you pay afixed amount how much did you spend onthisin FY 1998 ~ FRw.

5. If you provided private health insurance to your employees please answer the following for
FY 98

- how many employees were covered under thisinsurance

- what is the name of the insurance company

- what was the employer contribution to premiums FRw.

- what was the employee contribution to premiums FRw.

6. If you provide health care through your own facilities how much did you spend on
thisin FY 98 FRw.

7. If you contract with private health providers how much did you spend on
thisin FY 98 FRw.

8. If you participate in a social health insurance plan please answer the following for FY 98

- how many employees were covered under thisinsurance

- what is the name of the socia insurance scheme

- what was the employer contribution to premiums FRw.

- what was the employee contribution to premiums FRw.

9. In 1998, were any of your employees sent to athird country for treatment ?
a No o
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b. Yes o
bl) if yes, how much was the employer contribution to health cost ? FRw

10. Isthere any other information that you would like to share with us on health benefits at your

firm?

Please return this questionnaire before August 30, 1999 to:

REPUBLIQUE RWANDAISE

MINISTERE DE LA SANTE

C/O DPA/COMPTES NATIONAUX DE LA SANTE
B.P. 84

KIGALI

Ph/Fax: 71719
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| Employer Survey: Questions on Health Insurance

Survey Objective: To investigate the distribution, financing and organizational structure of the
private health insurance market.

l. Respondents: private and semi-private businesses/enterprises. Sample size to be determined.

Il. Questionnaire:

Basic | nformation:
Name of establishment

Address

Sector

Nature of work
Size

Ownership status

I nterview Status:

Interview completed
Responsible official not available
Responsible official uncooperative

Note: In this survey the categories of employees are classified as follows:

1% grade: managerial level
2" grade: skilled labor
3" grade: unskilled

1 Where do most of your employeeslive? | East Amman
West Amman
Greater Amman
Outside Amman

2 How are your employees categorized? 1% grade only

1% and 2™ grade only

1%, 2" and 3" grade only
Other, please specify

AP OWONRLRPMAWNPE
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3 | Approximately, how many employees | 1% grade
fall under the following categories? 2" grade
3% grade
Other
4 | Doesthis company provide health Yes 1
insurance to its employees? No 2
DK/No response 3
5 | How many employees does this
insurance cover?
6 | Doesthe provision of health insurance | Yes
depend on the work status of your No
employees? DK/No response
7 | If yes, which category of employees 1% grade only 1
are covered? 1% and 2™ grade only 2
1%, 2" and 3" grade only 3
Other, please specify 4
8 | Aredependents of all employees Yes 1
covered? No 2
DK/No response 3
9 | If no, please specify which type of 1% grade only 1
employees cover their dependents? 1% and 2" grade only 2
1%, 2" and 3 grade only 3
Other, please specify 4
10 | Doesthis categorization include the Yes 1
dependents of female employees? No 2
DK/No response 3
11 | Isthe coverage of employee Yes 1
dependents conditional upon anything? | No 2
DK/No response 3
12 | If yes, which of the employees Children (specify) 1
dependents are eligible for coverage? | Spouse (specify) 2
Parents (specify) 3
Other (specify) 4
13 | Doesthis apply to female employees? | Yes
No
DK/No response
14 | What is the total number of dependents
covered under thisinsurance?
15 | Doesthisinsurance cover both part- Yes 1
time and full-time workers? No 2
DK/No response 3
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16 | What is the minimum amount of time a | Hours/day 1
worker must work in a given week to
qualify for health insurance coverage? | Days/week 2
17 | Doesyour firm hire temporary workers | Yes 1
(i.e. those employed on a short-term No 2
basis) DK/No response 3
18 | If yes, aretemporary workersinsured? | Yes 1
No 2
DK/No response 3
19 | Approximately, what percent of your 1%-5% 1
work force are considered temporary 6%-20% 2
workersin agiven year? 21%-30% 3
31%-50% 4
>50% 5
20 | Which services are offered under your | Hospitalization 1
health insurance plan? Physician 2
Medication 3
Lab tests & X-rays 4
21 | Isthelevel of coverage dependanton | Yes 1
the work status of the employee? No 2
DK/No response 3
22 | If yes, please explain how.
23 | What percentage of the total cost of the <50 | 50 | 60-70 | 80-90 | 100
following health services does the firm | Hospital
cover for employees? Physician
Medicine
Lab & X
24 | What percentage of the total cost of the <50 | 50 | 60-70 | 80-90 | 100
following health services doesthe firm | Hospital
cover for employees dependents? Physician
Medicine
Lab & X
25 | Which of the following illnesses are Cancer 1
NOT covered by your insurance? Heart surgery 2
Glasses 3
Dentists 4
26 | Isthereaceiling on how muchcanbe | Yes 1
spent on inpatient services offered per | No 2
employee? DK/No response 3
27 | Isthereaceilingonhow muchcanbe | Yes 1
spent on outpatient services offered per | No 2
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employee? DK/No response 3

28 | If yes, please state the amount of the 1% 2" 3¢ 4"
following Surgery

Hospital
Physician
Medicine
Lab & X

29 | Isthereaceiling on how muchcanbe | Yes 1
spent on inpatient services offered per | No 2
employee? DK/No response 3

30 | Isthereaceiling on how muchcanbe | Yes 1
spent on outpatient services offered per | No 2
employee? DK/No response 3

31 | If yes, please state the amount of the 1% 2" 3 4"
following grade grade grade | grade

Surgery
Hospital
Physician
Medicine
Lab & X

32 | Do your employees pay acontribution | Yes 1

towards their health plan? No 2
DK/No response 3

33 | If yes, how much? Cash amount 1
% of premium 2

% of income 3

Other 4

34 | Areyou sdlf-insured? (explain what it | Yes 1
isin Arabic) No 2

DK/No response 3

35 | If no, which company are you insured
with?

36 | How isyour health insurance Internally 1
administered? Through TPA 2

37 | Do you have a specific network of Yes 1
health services? No 2

DK/No response 3

38 | Apart from an emergency casecanthe | Yes 1
insured use services outside your No 2
network? Do you cover any of the DK/No response 3
expenses?

39 | If yes, what isthe penalty, if any, that a | Extra 10% 1
patient must pay in order to use outside | Extra 20% 2
services? Extra 30% 3

Extra 40% or more 4
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40 | Please state the number of each of the | Hospitals
providers facilities Doctors
Pharmacies
Labs & X-rays
41 | Inwhat areas are these health services | Capital only 1
located? Other major towns 2
Small towns or villages 3
42 | Who consumes most of these services | Mother 1
offered under your insurance? Father 2
Children 3
Other 4
43 | Of the various ranges below, which <10,000 JD/year 1
range best specifies the net (after tax) 10,000-49,000 JD/year 2
revenue of your firm? 50,000-99,000 JD/year 3
100,000-199,000 JD/year 4
200,000-499,000 JD/year 5
500,000-999,000 JD/year 6
>1 million-2 million JD/year 7
>2 million JD/year 8
43 | Of the reasons below, which best - To ensure productivity 1
indicates the company’ s reasons for - Purely based on tradition 2
offering health insurance? - Legal reasons/obligations 3
- All of the above 4
- None of the above (please explain) 5
- DK/No response 6
44 | Isthisfirm asubsidiary of an Yes 1
international (or multinational) firm? No 2
DK/No response 3
45 | Doesthisfirm export any of its Yes 1
products or services? No 2
DK/No response 3

46 | Additiona comments

Survey Purpose: To fill information gaps in PHR’ s assessment of private health insurance in

Jordan for the MOHHC.
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Survey Objective: To obtain more information on health insurance policies provided by small
and medium sized firms listed in the stock exchange in Jordan, including private and semi-
private establishments.

l. Respondents: Small and medium sized firms, (approximately 192).
Sample size to be determined.

Il. Questionnaire:

Name of Establishment

Sector = manufacturing or service industry
Size = No. of employees
Ownership status

Companies/Individuals
Government/Government Agencies

I nterview Status:

Interview completed
Responsible official not available
Responsible official uncooperative

1. Does this company provide health insurance for its employees?
Yes
No
No response

2. How many employees does this health insurance cover?

3. Does this health insurance also cover dependents of employees?
Yes
No
DK/No response

4. How comprehensive is this insurance; doesit cover the following:
A. Hospitalization  Full Coverage
Partial Coverage
None

B. Physician Full Coverage
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Partial Coverage

None

C. Medication Full Coverage
Partial Coverage
None

D. Lab Tests Full Coverage

Partial Coverage

None

5. Isthere a ceiling on how much can be spent per employee for:

A. Hospital Care Yes

B. Surgery Yes
C. Doctor Visit Yes
D. Medication Yes
E. Lab Tests Yes

6. Does this insurance cover only specified:
A. Doctors Yes
B. Hospitals Yes
C. Pharmacies & labs Yes

No
No__
No
No__
No

No
No
No

Amount
Amount
Amount
Amount
Amount

DK/No Response
DK/No Response
DK/No Response

7. How isthe insurance for your employees processed? Do you pay a premium to an insurance

company to administer your insurance or do you have an internal system?

Inside the firm
Through a company

8. Do your employees pay a contribution towards their health insurance?
Per

Yes Amount

No (Expand/Explain who covers costs)
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| Examples of Household Surveys
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Jordan Health Care Utilization and Expenditure
Survey 2000

Hashemite Kingdom of Jordan
Department of Statistics

Partnershipsfor Health The Hashemite
Reform Project Kingdom of Jordan
PHR MOH

CONFIDENTIAL DATA IN ACCORDANCE WITH DEPARTMENT OF
STATISTICSLEGISLATION

1. Identification Data

Questionnaire No.

101 | Governorate: |1 | 107 Building No.: ( )
102 | Didtrict: LI | 108 House No.: ( )
103 | Province: || 109 Cluster No.: Ll 1 |
104 | Population Group: 110 Household No.:
105 | ClassNo. || 111 Phone No. (If present): ( )
106 |Block No. | | | | |
112 | Visit No.: First Visit L || SecondVisit || | ThirdVisit ||
113 | Dateof Filling the D M DM DM
Questionnaire: I I I N I I W L1 1
114 | Thelnterview's Starting Time: | Min Hr Min Hn Min Hr

Notefor Interviewer:
If you used a supplementary questionnaire, MARK (X) in the box D
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2. Household Schedule

201 202 203 204 205 206 207 208 209
ID Names of Relation to Sex Date of Agein Nationality
No. household the head of 1 M birth completed 1. Jordanian Agel5+
members household: 2. F years 2. Egyptian
(i.e. Those 3. Syrian Education
who 1. Spouse 4, lraqi
normally 2. Son/ 5. Other Arab | 1S ) No.of
reside with daughter 6. Non-Arab | currently/(has- | scholastic
youinthis | 3. Parent previously been | yearsthat
house. 4. Grandchild enrolled) inan )
5. Brother/ educational completed
sister institution? successfully
6. Daughter- 1 Yes
in-law currently
7. Son-in-law enrolled.
8.Grandparent 2. Yes,
9. Other previously
relatives enrolled.
10. Servant Continue
11. Others 3. No.
M Y go to Q210
XX X X XX | XXXX XX X X XX
X
1. Head of
Household 00
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
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201 210 211 212 213
1D No. Agel5+
Educational Data Economic activity
during the 7 days
preceding the of
interview
Marital Status Did (.....) work during
Educational status Area of Educational the 7 daysthat
1. llliterate Specialization preceded the day of
2. Literate 1. Bachelor interview even if for
3. Elementary 2. Maried only onehour:
4. Preparatory 3. Divorced - Inanyjob for
5. Primary 4.  Widowed wages?
212 5. Separated - Orinany privately
6. Vocationa studies owned business or
7. Secondary partially owned
8. Intermediate diploma business?
9. Bachelor'sdegree - Orinany family
10. Higher diploma concern without
11. Masters degree wages (i.e.
12. Ph.D. agricultural work,
grocery etc...)
continue - Orinany other
job?
1.Yes —p 215
2.No —p» continue
XX XX XXXX X X
1
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
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2. Household Schedule

201 214 | 215 | 216 | 217
1D No. Agel5+
Economic activity during the 7 days preceding the interview
Did (...) have any job, which she’he What isthetotal Name of theinstitution | Theinstitution's
did not attend (i.e. wastemporarily number of actual that (...... ) worksin present main economic
absent) during the 7 days preceding working hoursthat (...) | presently? activity?
theinterview? worked in his/ her main
1. Yes—p job during the 7 days
216 preceding the
2. No —p interview?
227
XX X XX X XXX
1
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
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201 218 | 219 | 220 | 221 222
Agel5+
Economic activity during the 7 days preceding the inter view
ID No. Individual's employment Isthiswork? Isthiswork? Themember's Isamonthly
statusin hisgher main 1. Full time 1. Steady/ practical statusin payment deducted
profession? 2. Perttime classified hismain profession | from the member's
3. Periodica 2. Contract 1. Employedwith | salary for health
4. Other 3. Dally asaary insurance?
( specify) 4, Other Continue
(specify) 2. Businessowner | 1. Yes
with the
presence of 2. No
other
employees.
3. Workson his
own without
any other
employees
go to Q223
4.  Worksfor
family without
any wages
5. Workswithout
any wages
XX XXX X X If the X
1 individual's
2 agewas 25
3 yearsor
. more, goto
4. Q231, and if
5. otherwise,
6 gotothe
: next
7. individual
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
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2. Household Schedule

201 223 | 224 | 225 226
Age 15+
Economic activity during the 7 days preceding the interview
ID No. What isthe total amount of your Doesthismember have | What isthisjob/ Theindividual's
monthly income that you earn from another job/ position? position? position in hisother
your work (in Dinars) during the past additional work?
month? 1. Yes— continue
1. Hired for asalary
1. (Lessthan 100) 2.No and heis 25 years
2. (100-200) and above 2. Owner of business
3. (200-299) goto Q231 with other employees
4. (300-499) 3. Yesand hisageis 3. Self employed with no
5. (500- and above) between (15-24) other employees
go to next individual 4. Works for the family
with no pay
5. Worksfor no salary
XX X X XXX X If the
1 member's
2 agewas 25
3 yearsor
: above, goto
4. Q231, or if
5. otherwise, go
6 to next
i individual
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
The Household
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201 227 | 228 229 | 230 | 231 | 232
Agel5+ For members 25 year s of age and above
Economic activity during the 7 days preceding the inter view
ID No. Have you If you had Did (...) search Therefore: What is | Isthismember What was hisjob
worked the seriously for any (...)'srelationship retired from the or position during
before? opportunity | job duringthe 4 with the main public sector (or on | that period?
towork weeks that economic activity social security)?
1. Yes duringthe7- | preceded theday of | duringthe 7 days
2. No day period theinterview? preceding the L Yes— p
prior tothe 1. Yes andheis interview? Continue
interview, or 25 years of age
during the and more 1. Malestudent/ 2. No,—p
coming 15 go to Q231 female student Go to next
days, were 2. Housewife individua
you or are 2. Yes andheis 3. He/shehasan
you going to between (15- income or
beready to 24) of age revenue
work in that go to next 4. Incapable/
job? individual handicap
1. Yes—P» |3 No —p 5. Other
continue (specify)
Continue
2. No—p
Q230
XX X X X X Continueif X XXX
1 the
2 responsein
3 Q227 was
: yes, and the
4. age of the
5. individual
6 was 25
- yearsand
7. more,
8. otherwise
0. go to next
10, individual
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
233.  Tota of Household Members
Males || ]
Females
3. Health Insurance Data
Module 3 - NHA Training Manual — Handouts H-66




Q No. Question First Individual Second Third Fourth
Head of Individual Individual Individual
Household
301 Line No. & name of individual in
(from Q201 & 202) Line No. 1 0 Line No. Line No. Line No.
Respondent/ Name Respondent/ Name Respondent/ Name Respondent/ Name
302 Line No. & name of individual
(from Q201 & 202) Line No. Line No. Line No. Line No.
Respondent/ Name ..... | Respondent/ Name...... | Respondent/ Name..... | Respondent/ Name.....
Interviewer: | would liketo ask you some questions about health insurance:
303 Does(......... ) have hedlth
insurance?
Y65 . oiieeaainn 1 —p continue | 1 L | 1 L | 1 L | 1 L |
NO .vvvenanee 2 2 2 2 2
(D] QU 8 8 8 8 8
If head of household
Go to Q332, otherwise go to the
next individual
A. MOH Health Insurance/ Civil Insurance Program
304 Is(.....) covered under the MOH(Civil)
health insurance system?
Y& .iiiiiinnnnn, 1— continue Ly 1 L 1 L 1 L
[N [o T 2 2 2 2 2
DK .oovvieeenn 8 8 8 8 8
Go to Q310
305 On what basisis(.....) covered under the
MOH health insurance system?
Individual is/ was government employee
1 1 1 1 1
Husband/ wife is’was government
employee 2 2 2 2 2
Father/ mother is/was government
employee 3 3 3 3 3
Other household member/ relative is’was
government employee 4 4 4 4 4
MOH transfer 5 5L 1 | 5 L1 | 5 L L | 5 L L |
Roya Court transfer 6 6 6 6 6
NAF beneficiary 7 7 7 7 7
Q307 8 8 8 8
White card holder 8 310 20 20 20 20
Other (specify) 20 98 98 98 98
DK oo, 98
306 Who pays for this insurance (MOH health
insurance)?
Individual himself/herself ..... 1 1 1 1 1
Husband / wife ................ 2 2 2 2 2
Son/ daughter ................ 3 3 3 3 3
Father / mother ................ 4 4 4 4 4
Grandson / Grand- daughter ..5 5L L | 5 L LI 5 L L | 5 L L |
Brother / sister ................. 6 6 6 6 6
Retirement rights .............. 7 7 7 7 7
Others (specify) ......covveee. 20 20 20 20 20
DK 98 98 98 98 98

Questionnaire No.
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3. Health Insurance Data

Q Fifth Sixth Seventh Eighth Ninth Tenth
No. Individual Individual Individual Individual Individual Individual
301
LineNo.I—I—I Line No. L1 Line NJ.—I—I LineNo!—I—I LineNo. L1 | | Line No.I_I_I
Name.................... Name.................... Name.................... Name............... Name............... Name...............
302
LineNo.L_1 | LineNo. L1 1| LineNo. L1 | LineNo. L1 | LineNb—1 | LineNoL_I |
Name ...........cceee Name...........coenns Name.........c.ccenn. Name................. Name.............. Name..............
Interviewer: | would like to ask you some questions about health insurance
303
1 (I 1 (I 1 (I 1 (I 1 (I 1 LI
2 2 2 2 2 2
8 8 8 8 8 8

A. MOH Health Insurance/ Civil Health Insurance program

04, Ll |, Ll |, L L Ll |, I P
2 2 2 2 2 2
8 8 8 8 8 8
305
1 1 1 1 1 1
2 2 2 2 2 2
3 3 3 3 3 3
. N N B I N A Y Y Ay O
6 6 6 6 6 6
7 7 7 7 7 7
8 8 8 8 8 8
20 20 20 20 20 20
98 98 98 98 98 98
306
1 1 1 1 1 1
2 2 2 2 2 2
3 3 3 3 3 3
4 4 4 4 4 4
e P . s e
7 7 7 7 7 7
8 8 8 8 8 8
20 20 20 20 20 20
98 98 98 98 98 98
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3. Health I nsurance Data

Q No. Question First Individual Second Third Fourth
Head of Individual Individual Individual
Household
301 Line No. & name of individua
(from Q201 & 202) Line No. 1 0 Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... Respondent/ Name...... Respondent/ Name.....
302 Line No. & name of member _ _ _ _
who is stated in the data (from Line No. Line No. Line No. Line No.
Q201 & 202)
Respondent/ Name..... | Respondent/ Name..... Respondent/ Name..... Respondent/ Name.....
307 What is the grade status of
(....'s0) insurance (MOH health
insurance)?
First oo 1 1 1 1 1
Second .......oeviiiiinn, 2 2 2 2 2
Third ....cooveieiieen, 3 3 L | 3 L1 3 L1 3 L |
Other (specify) 7 7 7 7 7
........................ 8 8 8 8
308 Did(....... ) use thisinsurance for
a health purpose during the past
12 months (MOH health
insurance)?
YeS .o, 1—» Q310 1 1 1 1
NO .ooeeeee. 2— continue | 2 L 2 L 2 L 2 L
DK ..ovvvnnn, 8—» Q310 8 8 8 8
309 Why didn't (...... ) usethis
insurance (MOH health
insurance)?
No medical need ................... 1|1 1 1 1
Insufficient coverage for required
medical procedures............... 2 |2 2 2 2
Difficult administrative
procedures ....................... 3 |3 L1 | 3 L1 | 3 L1 | 3 L1 |
Long waiting time at
the FaCIItY ©vvoveeerererren 4 |4 LL 1 |4 L1l 1 |4 L1 4 L1 ]
Decline in the quality of
SEVICES ..o 515 LL 1 |s L L | 5 L1 | 5 L1 |
Limited choice of facilities ...... 6 |6 6 6 6
Other (specify) 20 | 20 L1 20 L1 | 20 L1 | 20 L1 |
................................. 98 | 98 Ll | 98 L L | 98 Ll | 98 L1 |
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3. Health I nsurance Data

QuestionnaireNo. 11|

Q No. Fifth Sixth Seventh Eighth Ninth Tenth
Individual Individual Individual Individual Individual Individual
P neno. L | Linend—L | Linend—— | Lineno. L | tinenob——! | LineNo ]
Name............ Name............ Name............ Name............ Name............ Name............
302 Line No. L1 | LineNo.l—l—I LlneNJ.—I—I Line No. L1 | LineNo.I—l—I LineNo.I—l—I
Name............ Name............ Name............ Name............ Name............ Name............
307
1 1 1 1 1 1
2 2 2 2 2 2
3 L 3 L 3 L 3 L 3 L 3 L
7 7 7 7 7 7
8 8 8 8 8 8
308
1 1 1 1 1 1
2 L 2 L 2 L 2 L > LI 5 LI
8 8 8 8 8 8
309
1 L1 | 1 I 1 I 1 I 1 I 1 I
) L ) I ) I 5 I ) I ) I
3 L 3 I 3 I 3 I g L1 g L1
4 L1 4 LI | 4 LI | 4 LI | A N 4 L1 |
5 I 5 5 5 5 5
6 6 I 6 I 6 I 6 L1 1 6 L1 |
0 L1 20 L1 20 L1 1 20 I 20 L1 | 20 L1 |
98 98 98 98 98 98
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3. Health I nsurance Data

Q No. Question First Individual Second Third Fourth
Head of Individual Individual Individual
Household
301 Line No. & name of individual
(from Q201 & 202) Line No. 1 0 Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... Respondent/ Name...... Respondent/ Name....
302 Line No. & name of individual
(from Q201 & 202) Line No. Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... Respondent/ Name...... | Respondent/ Name.....
B. RM S Health Insurance
310 Is(....... ) covered under the RM S health
insurance system?
N 2= 1— continue ! 1 L 1 L 1 L
NO .oovvvinennen, 2 2 2 2 2
DK ..oooovivinnnns 8 8 8 8 8
Go to Q315
311 On what basisdoes (......... ) have RMS
health insurance?
Individual is/was member of the armed
forces* 1 1 1 1 1
Husband/ wife is'was a member of the
armed forces 2 2 2 2 2
Father/ mother is’'was a member of the
armed forces 3 3 3 3 3
Other household member/ relative is’was
amember of the armed forces 4 4 4 4 4
MOH transfer 5 5 L1 | 5 L1 | 5 (I 5 (I
Roya Court transfer 6 6 6 6 6
NAF beneficiary 7 7 7 7 7
Q313
Health insurance contract with the
institution or company which the
individual or other family member/ works
FOr 8 8 8 8 8
Other (specify) 20 20 20 20 20
DK i, 98 98 98 98 98
312 Who paysfor this insurance (RMS health
insurance)?
Individual himself/herself .... 1 1 1 1 1
Husband / wife ................ 2 2 2 2 2
Son/ daughter ................ 3 3 3 3 3
Father / mother ................ 4 4 4 4 4
Grandson / Grand- daughter ..5 5 5 5 5
Brother / sister ................. 6 6 6 6 6
Retirement rights .............. 7 7 7 7 7
Employer ...........ccooiii 8 8 8 8 8
Member himself & employer 9 9 9 9 9
Member of household/ relatives &
employer 10 10 10 10 10
Others (specify) ......oevvne. 20 20 20 20 20
DK 98 98 98 98 98

* [t includesin addition to the armed for ces, other security devices.
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3. Health I nsurance Data

Questionnaire No. Lt 1 1|
Q Fifth Sixth Seventh Eighth Ninth Tenth
No. Individual Individual Individual Individual Individual Individual
301
LineNo.I—I—I Line No. L1 LineN(J.—I—I LineNo!—I—I LineNlJ.—I—I Linr-,\No.I—I—I
Name.................... Name.................... Name.................... Name............... Name............... Name...............
302
LineNo. L1 | LineNo. L1 | LineNo. L1 | LineNo. L1 | LineNb_—1 | LineNoL_I |
Name.................... Name.................... Name.................... Name................. Name.............. Name..............
B. RM S Health Insurance
310
1 (I 1 L 1 (I 1 L 1 L 1 L
2 2 2 2 2 2
8 8 8 8 8 8
311
1 1 1 1 1 1
2 2 2 2 2 2
3 3 3 3 3 3
4 4 4 4 4 4
5 L1 1 |5 L1 | 5 L1 | 5 L1 | 5 L1 | 5 L1 |
6 6 6 6 6 6
7 7 7 7 7 7
8 8 8 8 8 8
20 20 20 20 20 20
98 98 98 98 98 98
312
1 1 1 1 1 1
2 2 2 2 2 2
3 3 3 3 3 3
R T 4 |1 | 4 1 | 4 1 | 4 |1 | 4 |1 |
5 5 5 5 5 5
6 6 6 6 6 6
7 7 7 7 7 7
8 8 8 8 8 8
9 9 9 9 9 9
10 10 10 10 10 10
20 20 20 20 20 20
98 98 98 98 98 98
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3. Health I nsurance Data

Q No.

Question

First Individual
Head of
Household

Second
Individual

Third
Individual

Fourth
Individual

301

Line No. & name of individual
(from Q201 & 202)

Line No. 1 0

Respondent/ Name.....

Line No.
Respondent/ Name.....

Line No.

Respondent/ Name

Line No.

Respondent/ Name....

302

Line No. & name of individual
(from Q201 & 202)

Line No.
Respondent/ Name.....

Line No.
Respondent/ Name......

Line No.

Respondent/ Name

Line No.

Respondent/ Name.....

313

Did(........ ) use thisinsurance for
a health purpose during the past
12 months (RM S health
insurance)?

YES oo, 1—P Q315

............... 2—Pp continue
DK v 8e—» Q315

QN B

QN B

314

Why didn't (...... ) use this
insurance (RMS health
insurance)?

No medical need .................. 1
Insufficient coverage for required
medical procedures............... 2

Difficult administrative
procedures ..........ooveeeninnne 3

Long waiting time at

thefacility ................o.ei 4
Decline in the quality of
services
Limited choice of facilities...... 6

Other (specify)
DK

5
6

20
98

ccbcc b

20
98

fCbbb Cook

20
98

fCbbb Cook

20
98

fCbbb Cook

. The JUH Health Insurance

315

insurance system?

continue

Go to Q321

Is(eeuene.e. ) covered under the JUH health

N -

QN

N -

N -

316

JUH health insurance system?

Husband/ wife is’'was an employee at the
Jordan University

Other household member/ relative
is’'was an employee at the Jordan

Onwhat basisis(........ ) covered under the
Individual is/was an employee at the Jordan

UNIVErSItY ... 1

Father/ mother is'was an employee at the
Jordan University.... .........cceeviee 3

[N

N
N
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Royal Court transfer ..

NAF beneficiary........c.ccoceveve v cininnn. 8 8 8 8

Individual or other household member was

agovernment employee..................... 9 9 9 9 9
Q318

White card holder .............. 10 Q321 | 10 10 10 10

Health insurance contract with the institution
or company which theindividual or another

family member worksfor ............. 11 11 11 11 11
Other (specify) 20 20 20 20 20
DK e 98 98 98 98 98
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3. Health I nsurance Data

QuestionnaireNo. 11 1 |

Q No. Fifth Sixth Seventh Eighth Ninth Tenth
Individual Individual Individual Individual Individual Individual
301
Line No. L L | Line N(J.,.—l—l Line Ncl.—l—I Line No. L L | Line No.I—l—I Line No.l—l—I
Respondent /Name ... Respondent /Name .. | Respondent /Name.. | Respondent /Name.... | Respondent/Name.. | Respondent/Name...
302
Line No. L1 | Line No. L1 | Line Nd.—l—l Line No. L1 | Line No.l—l—I Line No.l—l—I
Respondent /Name.... Respondent /Name.. | Respondent /Name.. | Respondent /Name.... | Respondent/Name.. | Respondent /Name...
313
1 1 1 1 1 1
2 2 2 2 2 2
8 L] 8 L 8 L 8 L 8 L 8 L
314
L1 L1 | L1 | L1 | L1 | L1 |
1 1 1 1 1 1
L1 | L1 | L1 | L1 | L1 |
2 2 2 2 2 2
L1 | L1 | L1 | L1 | L1 |
3 3 3 3 3 3
4 L1 4 L1 | 4 L1 | 4 L1 | 4 L1 | 4 L1 |
5 L1 | 5 L1 | 5 L1 | 5 L1 | 5 L1 | 5 L1 1
6 L1 1 s L s L 6 L1 g 1 g 1
20 L1 % L1 o L 0o L1 oo L1 0o L1
g L1 | g L1 | og L1 | 08 08 08
C. The JUH Health Insurance
315 1 1 1 1 1 1
2 2 2 2 2 2
8 (I 8 (I 8 LI 8 (I 8 (I 8 (I
316 1 1 1 1 1 1
2 2 2 2 2 2
3 3 3 3 3 3
4 4 4 4 4 4
5 5 5 5 5 5
6 6 6 6 6 6
7 7 7 7 7 7
8 8 8 8 8 8
9 9 9 9 9 9
10 10 10 10 10 10
11 11 11 11 11 11
20 20 20 20 20 20
98 98 98 98 98 98
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3. Health Insurance Data

Q No. Question First Individual Second Third Fourth
Head of Individual Individual Individual
Household
301 Line No. & name of individual
(from Q201 & 202) Line No. 1 0 Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... Respondent/ Name...... Respondent/ Name.....
302 Line No. & name of individual
(from Q201 & 202) Line No. Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... Respondent/ Name ..... | Respondent/ Name.....
317 Who pays for this insurance (JUH
health insurance)?
Individua himself/ herself..... 1 1 1 1 1
Husband / wife ................ 2 2 2 2 2
Son/ daughter ................ 3 3 3 3 3
Father / mother ................ 4 4 4 4 4
Grandson / Grand- daughter ..5 5 5 5 5
Brother / sister ................. 6 6 6 6 6
Retirement rights .............. 7 7 7 7 7
Employer ........c.ceevvnninnn 8 8 8 8 8
Individua him/herself & 9 9 9 9 9
employer
Other household 10 | 10 10 10 10
member/relatives & employer 20 20 20
Others (Specify) .......c.cuvnee 20 20 98 98 98
DK 98 98
318 In what gradeis(...... ) health
insured (JUH health insurance)?
First oo 1 1 L 1 L_J 1 L_J 1 L
Second ....oovieiiiiiinn, 2 2 2 2 2
Third ..o, 3 3 3 3 3
Other (specify) 7 7 7 7 7
........................ 8 8 8 8
319 Did(........ ) use thisinsurance for
a health purpose during the past
12 months (JUH health
insurance)?
YES . iiiiaeeannn. 1—» Q321 1 1 1 1
NO wovvvveeeeienn, 2 —p-continue | 2 L 2 L | 2 L | 2 L |
DK ..ooevvnenn, 8—» Q321 8 8 8 8
320 Why didn't (...... ) use this
insurance (JUH health
insurance)?
No medical need ................... 1|1 1 1 1
Insufficient coverage required for
medical procedures................ 2 |2 2 2 2
Difficult administrative
procedures ....................... 3 |3 L1 | 3 L1 | 3 L1 | 3 L1 |
Long waiting time at
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the facility .........cceevveen.n. 4 |4 L1 4 4 4

Decline in the quality of

SEIVICES ..vvvieeviiieeeeeiinnnn, 5|5 L1 1 5 L1 | 5 L1 | 5 L1 |
Limited choice of facilities ...... 6 | 6 6 6 6

Other (specify) 20 |20 L1 20 L1 20 L1 | 20 L1
DK oo, 98 | 98 98 98 98
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3. Health I nsurance Data

Questionnaire No. Lt 11|
Q Fifth Sixth Seventh Eighth Ninth Tenth
No. Individual Individual Individual Individual Individual Individual
301
LineNo.I_I_I Line No. L1 | Line No. L1 | LineNo!_I_I LineNlJ.—I_I LineNo.I_I_I
Name.................... Name.............. Name.................... Name............... Name............... Name...............
302
LineNo. L1 | LineNo. L1 1| LineNo. L1 | LineNo. L1 | LineNb—1 | LineNoL_| |
Name.................... Name............... Name.................... Name................. Name.............. Name..............
317
1 1 1 1 1 1
2 2 2 2 2 2
3 3 3 3 3 3
4 L1 | 4 1 | 4 L1 | 4 1 | 4 |1 | 4 1 |
5 5 5 5 5 5
6 6 6 6 6 6
7 7 7 7 7 7
8 8 8 8 8 8
9 9 9 9 9 9
20 20 20 20 20 20
98 98 98 98 98 98
318
1 1 1 1 1 1
2 2 2 2 2 2
3 (I 3 (I 3 (I 3 (I 3 (I 3 (I
7 7 7 7 7 7
8 8 8 8 8 8
319
1 1 1 1 1 1
2 2 2 L 2 || 2 || 2 ||
8 8 8 8 8 8
320
I N 1 1 1 1 1
2 2 L1 | 2 L1 | 2 L1 | 2L 1 | 2 L1 |
3 3 L1 | 3 L1 | 3 L1 | al 1 | 3 L1 |
4 L1 1 4 4 4 4 4
5 L1 5 5 5 5 5
6 1 | 6 L1 | 6 LI | 6 LI | gl L | 6 L1 |
20 20 20 20 2 20
% LI | % LI | % L1 | s LI 1 9g_|_| o LI 1
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3. Health I nsurance Data

Q No. Question First Individual Second Third Fourth
Head of Individual Individual Individual
Household
301 Line No. & name of individual
(from Q201 & 202) Line No. 1 0 Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... | Respondent/ Name...... | Respondent/ Name.....
302 Line No. & name of individual
(from Q201 & 202) Line No. Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name.... Respondent/ Name...... | Respondent/ Name.....
D. UNRWA Health Insurance
321 Is(e....... ) allowed to use
UNRWA health clinics(i.e. does
(.....) accessto UNRWA clinics?)
YES . oiiiianinnn... 1—» continue | 1 1 1 1
NO .ooeeeeenen 2 2 L 2 L | 2 L | 2 (.
DK ..o 8 8 8 8 8
Go to Q325
322 On what basisis(........ ) alowed
to use UNRWA health clinics?
Individual is'was an UNRWA
employee ........ccovieenieeninnns 1 1 1 1 1
Husband/wife is’'was an UNRWA
employee........cceveveiiie i 2 2 2 2 2
Father/mother is'was an UNRWA
employee..... ...cooeeveeininnnn. 3 3 3 3 3
Other household member/relative
is’'was an UNRWA employee..4 4 4 4 4
Individual registered as refugee or
displaced person................. 5 5 (I 5 (I 5 (I 5 L1 |
Other (specify) 20 20 20 20 20
DK oo 98 98 98 98 98
323 Did(.....) use UNRWA clinics
for a health purpose during the
past 12 months?
YES.ooiiiinnn 1% Q3% 1 L 1 L 1 L 1 L
NO......vvvens 2 —¥ continue 2 2 2 2
DK............ 8 —» Q325 8 8 8 8
324 Why didn't (.....) usethis
insurance (the UNRWA clinic)?
No medical need ................. 1 1 1 1 1
Insufficient coverage required for
medical procedures.............. 2 2 2 2 2
Difficult administrative
procedures ................v.ee. 3 |3 L1 | 3 L1 | 3 L1 | 3 (I
Long waiting time at
thefacility ....................... 4 4 L1 4 L1 4 L1 4 L1
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Decline in the quality of
SEIVICES ...oovovoeoeeeee, 5|5 LL 1 |5 L1 |5 L1 5 L1 |
Limited choice of facilities...... 6 | 6 6 6 6
Other (specify) 20 | 20 L1 | 20 L1 | 20 L1 | 20 L1 1
DK i 98 | 98 98 98 98
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3. Health Insurance Data

Questionnaire No. Lt 11|

Q Fifth Sixth Seventh Eighth Ninth Tenth
No. Individual Individual Individual Individual Individual Individual
301

LineNo.I_I_I Line No. L1 Line No. L1 LineNo!_I_I LineNl).—I_I LineNo.I_I_I

Name.................... Name.............. Name.................... Name.............. Name.............. Name..............
302

LineNo.L_1 | LineNo. L1 1| LineNo. L1 | LineNo. L1 | LineNb—1 | LineNoL_| |

Name.................... Name.............. Name.................... Name................. Name.............. Name..............

D. UNRWA Health Insurance

321

1 L 1 (I 1 L 1 LI 1 (I 1 (I

2 2 2 2 2 2

8 8 8 8 8 8
322

1 1 1 1 1 1

2 2 2 2 2 2

3 3 3 3 3 3

4 4 4 4 4 4

5 5 5 5 5 5

20 20 20 20 20 20

98 98 98 98 98 98
323

1 1 1 1 1 1

2 L] 2 L | 2 L | 2 L | 2 L | 2 L |

8 8 8 8 8 8
324

1 L1 1 1 1 1 1

2 2 L1 | 2 L1 | 2 L1 1 2 LI | 2 L1 |

3 L1 | 3 L1 | 3 L1 | 3 L1 | 31 | 3 1 |

4 4 4 4 4 4

5 5 5 5 5 5

6 6 6 6 6 6

L1 | L1 | L1 | L1 | L1 |
20 L1 | 20 L1 1 20 20 2 20
98 98 98 98 9? 98
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3. Health I nsurance Data

Q No. Question First Individual Second Third Fourth
Head of Individual Individual Individual
Household
301 Line No. & name of individual
(from Q201 & 202) Line No. 1 0 Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name...... | Respondent/ Name...... | Respondent/ Name.....
302 Line No. & name of individual
(from Q201 & 202) Line No. Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... | Respondent/ Name..... | Respondent/ Name....
E. Private Health insurance
325 Is(....) covered under private
health insurance?
YES.oovviinn. 1 —» continue | 1 L 1 L 1 L 1 L
NO.....ocvnvne 2 2 2 2 2
DK.............. 8 8 8 8 8
For first individual (head of
household) go to Q332,
Otherwise, go to next individual
326 Who pays for thisinsurance
(Private Health Insurance)?
Individual himself/herself..... 1 1 1 1 1
Husband/wife................... 2 2 2 2 2
Son/daughter.................... 3 3 3 3 3
Father/mother .................. 4 4 L1 4 L1 4 L1 4 L1
Grandson/grand-daughter.....5 5 5 5 5
Brother/sister................... 6 6 6 6 6
Employer...........ccoooevinne 7 7 7 7 7
Individual & Employer........ 8 8 8 8 8
Other household member
/relatives & Employer ......... 9 9 9 9 9
Other (specify) 20 20 20 20 20
Ko, 98 98 98 98 98
Go to Q329
327 How much does this insurance
cost per month? (private)
1. AmountinDinars.............. L1 1 | L1 1 1| L1 1 1| L1 1 1|
2 DKoo, 998
328 Does this amount cover one
household member, some
household members, all
household members (Private
Health Insurance)?
One household member.......... 1|1 1 1 1
Some household members....... 2 |2 L 2 L 2 L 2 L
All household members ......... 313 3 3 3
DK i 8 |8 8 8 8
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3. Health I nsurance Data

Questionnaire No. Lt 11|
Q Fifth Sixth Seventh Eighth Ninth Tenth
No. Individual Individual Individual Individual Individual Individual
301
LineNo.I_I_I Line No. L1 | Line No. L1 | LineNo!_I_I Line Nl).—l_l Line No.I_I_I
Name.................... Name.............. Name.................... Name.............. Name.............. Name..............
302
LineNo. L1 | LineNo. L1 1| LineNo. L1 | LineNo. L1 | LineNb—1 | LineNoL_| |
Name.................... Name.............. Name.................... Name................. Name.............. Name..............
E. Private Health insurance
325
1 LI 1 (I 1 LI 1 LI 1 1 (I
2 2 2 2 2 2
8 8 8 8 8 8
326
1 1 1 1 1 1
2 2 2 2 2 2
3 3 3 3 3 3
4 4 L1 | 4 L1 | 4 L1 | g L1 1 g L1
5 5 5 5 5 5
6 6 6 6 6 6
7 7 7 7 7 7
8 8 8 8 8 8
9 9 9 9 9 9
20 20 20 20 20 20
98 98 98 98 98 98
327
L1 1 | L1 1 | L1 1 |
328
1 1 1 1 1 1
2 LI 2 (I 2 LI 2 (I 2 L 2 L
3 3 3 3 3 3
8 8 8 8 8 8
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3. Health I nsurance Data

Q No. Question First Individual Second Third Fourth
Head of Individual Individual Individual
Household
301 Line No. & name of individual
(from Q201 & 202) Line No. 1 0 Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... | Respondent/ Name..... | Respondent/ Name....
302 Line No. & name of individual
(from Q201 & 202) Line No. Line No. Line No. Line No.
Respondent/ Name..... | Respondent/ Name..... | Respondent/ Name..... | Respondent/ Name.....
329 Arethe following medical
servicesincluded partially or
completely in thisinsurance
(Private Sector Insurance)? Yes | No DK | Yes | No DK | Yes | No DK | Yes | No DK
1. Hospital......ocoovvviiieeenns 1 2 8 1 2 8 1 2 8 1 2 8
2. Clinic/Doctor visit .......... 1 2 8 1 2 8 1 2 8 1 2 8
3. Labtests/X-Ray............ 1 2 8 1 2 8 1 2 8 1 2 8
4. Medicdtion.............. 1 2 8 1 2 8 1 2 8 1 2 8
5. Routine dental examination... 1 2 ) 1 2 3 1 2 3 1 2 3
6. Any other services(specify)-- 1 2 3 1 2 3 1 2 3 1 2 3
330 Did (...) use hig’her insurance for
a health purpose during the past
12 months (Private Sector
Insurance)?
YES.ivinnn. 1% t0 Q332 1 1 1 1
for first individual
to Q401
for other individuals
NO............ 2~ continue 2 L 2 L 2 L] 2 L]
DK oo 8 —Pto Q332 8 8 8 8
for first individual
to Q401
for other individuals
331 Why didn't (...) use thisinsurance
(private health insurance)?
No medica need .................. 1|1 1 1 1
Insufficient coverage for required
medical procedures............... 2 2 2 2 2
Difficult administrative
procedures ................c...... 3 |3 L1 | 3 L1 | 3 L1 | 3 (I
Long waiting time at
the Facility ......ccoeveeveereeen, 4 |4 LL 1 |4 L1 | 4 L1 | 4 L1 ]
Decline in the quality of
SBIVICES ....ovoviiiiii, 5 |5 L1 | 5 L1 | 5 L1 5 L1 |
limited choice of facilities ...... 6 |6 6 6 6
Other (specify) 20 |20 L1 Jpo L1 jyp L1 20 L1
................................. 98 | 98 98 98 98
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3. Health I nsurance Data

Questionnaire No. Lt 11|
Q Fifth Sixth Seventh Eighth Ninth Tenth
No. Individual Individual Individual Individual Individual Individual
301
LineNo.I_I_I Line No. L1 | Line No. L1 | LineNo!_I_I Line Nl).—l_l Line No.I_I_I
Name.................... Name.............. Name.................... Name.............. Name.............. Name..............
302
LineNo. L1 | LineNo. L1 1| LineNo. L1 | LineNo. L1 | LineNb—1 | LineNoL_| |
Name.................... Name.............. Name.................... Name................. Name.............. Name..............
329
Yes No DK | Yes | No | DK Yes No DK Yes No DK | Yes| No | DK | Yes | No | DK
1 2 8 1 2 8 1 2 8 1 2 8 1 2 8 1 2 8
1 2 8 1 2 8 1 2 8 1 2 8 1 2 8 1 2 8
1 2 8 1 2 8 1 2 8 1 2 8 1 2 8 1 2 8
1 2 8 1 2 8 1 2 8 1 2 8 1 2 8 1 2 8
1 2 8 1 2 8 1 2 8 1 2 8 1 2 8 1 2 8
1 2 8 1 2 8 1 2 8 1 2 8 1 2 8 1 2 8
330
1 1 1 1 1 1
2 (I 2 (I 2 (I 2 LI 2 L 2 L
8 8 8 8 8 8
331
1 L1 | 1 L1 | 1 L1 | 1 L1 | 1 L1 | 1 L1 |
2 1] 2 L1 |2 Ll | 2 L1 Z N - I
3 3 3 3 3 3
4 (I 4 (I 4 L1 1 4 (I 4 (I 4 (I
5 L1 1 5 LI | 5 L1 | 5 L1 | 5 L1 | 5 L1 1
6 6 6 6 6 6
20 LI | o0 L1 1 20 L1 | 20 LI | o0 L1 | 20 LI |
98 98 98 98 98 98
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3. Health I nsurance Data

Q No. | Question
301 Line No. & name of individual _
(from Q201 & 202) LiNeNO. ...
Respondent/ Name ........cooevviiiiiiiiiiiiinnns
302 Line No. & name of individual _
(from Q201 & 202) LineNO. ...
Respondent/ Name .........ccoviviiieeieninnnnnn
Interviewer: questions (332-339) for the head of the household only
332 I would like to ask about your opinion about the MOH health insurance. The MOH iscurrently studying the possibilities
of providing health insurance to individuals and familiesthat currently do not have health insurance. Thiswould provide
you and/or other family memberswith the chance of benefiting from MOH Doctors, Clinics, and Hospitals for monthly
paymentsin return. Furthermore, these paymentsfor MOH insurance would be less than the paymentsthat private
insurance companiesrequire.
333 Would you be interested in 1. Yes withconditions ...........coevvevierienienieniannns 1—» Q335
buying thishealth insurance from | 2. Y&S ... e, >—» | Q336
the MOH for you or for any of 3 NO 3—» Continue
your household/ or family
members, if you had the chance?
334 Why wouldn't you beinterestedin | 1. | cantaffordtopay ........coovveiiiiiniiiiiiiinine e 01
buying MOH health insurance?
2. I'drather pay for privateinsurance ....................... 02
3. Thequdity of careisbad ..........c.ccccceii i 03 L L |
4. Other (specify)
ONE...vn e L1 |
TWO. e L L |
Three.
5. N/A - al household membersareinsured ............ 97 L1
B, DK oot 98 L1 |
I nterviewer: goto Q338
335 What are these conditions? 1.  Improving the quality of care .............cccovieennen 01
p g the quality
2. Reasonableprice .........ccouvvviiiiiiiii 02 L1 |
3. Other (specify) L]
ONE. .ot
TWO. s
Three.
336 What is the amount that you
would be willing to pay asa 1. Monthly amount (in Dinars) ..........cccoveeeiiiiieaennnen
monthly payment in return for
buying MOH health insurance? 2. DK/ NOTESPONSE ..ottt it aaeaenaens 998 % | To Q338
337 How many household members/
family members would this No. of members LI |
amount cover?
338 During the previous 6 monthsdid | 1. YES...ciuiiii i e e 1
you spend any amount on health 20 N e 2 % | Goto Section# 4
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services for any of your
household members ?

339 Could you tell me how much was Dinars Fils
spent on any of the following 1) Total XXXXX XXX
health servicesfor all household 2) Doctor visits
members during the past 6 3) Medication
months? 4) Lab tests/ X-Ray

5) Hospital admission
6) Other (specify)
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4. Utilization of Health Facilities- Two Week Reference Period

Questionnaire No.

Q No. | Question | Randomly Selected Individual

401 Line No. & name of individual

(from Q201 & 202) LineNO. ..o
Respondent/ Name .......covvviviiiiiniiniinanns

402 Line No. & name of individual

(from Q201 & 202) LineNO. ...
Respondent/ Name .......c.ovviviiiiniiniininns
Interviewer: | would now liketo ask you some questions about visitsto health care providers
403 During the past 14 days, did (....) | YE&S coiiir i e 1 > Continue
develop any illness? NO et 2
DK o 8 Go to Q501
404 A | What wastheillness(....) Name of illNeSS. .......ovvieii e
developed? If more than one
illness, record mainillness. | Ll 1 |
404 B | Dateillness began: record day Day
and month. L1
DAE. .ttt ittt Month LI |
404 C | Was(.....) capable of undertaking | YES ......cocoueeirieeuiniinieiieeeiiiieeeeiiens 1—» Go to Q406
routine daily activitiesduring this | NO .........oooiiiiiiiiii e 2 Continue
iliness? DK v b Go to Q406

405 For how many dayswas(....) Number of Days .......coeveiie e
unable to undertake routine daily
activities as aresult of this DK e 98 L1
illness?

406 | Did(....) visitany health SErViCe | YeS....ooooiroieeoiemeereiceseine e 1—» Go to Q408
provider such as a Doctor, NO L 2 Continue
Pharmacist, Nurse....etc, inorder | DK ..o e 8 Goto Q 408
to treat this health condition?

407 Why didn't (.....) visit any health | | thought that the problemwassimple .................coeiiiennnie 1
service provider to treat this HIQN COSE ..ot e 2
health condition? Declinein the quality of SErviCes..........ccoevt v, 3

Fear of discovering seriousillngss.............cccoeevvviiiiiinninnnnn 4
(Multiple reasons allowed) Unsuitable opening hours of health facility .......................... 5
Physically incapable ... 6
LongWaiting time........ooouie i 7
DIStANCE. .. ..ot e e e e 8
Family responsibilities ..........cooiiiiiiiee e, 9
Home treatment (herbs, massage) ..........coeovvveievieiininnnnen 10
Used medicine availableat home ...............c.covviiiiniinnn. 11
Other (specify) 20

408 Did(.....) develop any other YES i 1—p Continue

illness during the past 14 days? NO L 2
DK ittt ettt et e 8 Go to Q410

409 Did(.....) visit ahealth service
provider such as a Doctor, Y S i 1
Pharmacist, Nurse....etcinorder | NO........oooiiiiii i 2
to treat thisillness? DK 8

Interviewer: If theresponsein both Q406 and 409 was No or DK, pleaserecord (0) in Q410, and move directly to Q501
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4. Utilization of Health Facilities- Two Week Reference Period

Questionnaire No.
Q No. | Question | Randomly Selected Individual
410 How many visits did (...) make
to a health care provider during NO. o L
the last 14 days? DK 8
Interviewer: Continue and ask about thefirst threevisitsthat (.....) made starting from thefir st visit
411 Where did (....) seek treatment, 1st- Government Facilities:
(starting from the first place(....) Health Center ........c.coeiiiiii e 11
went to?) Comprehensive Health Center.............coooviiiiinene. 12
MCH e e 13
(Multiple reasons allowed) MOH Hospital .......oiieii i 14
JUH L 15
Other (specify) 16
2nd-RM S Facilities:
ClINICS v 21
HOSPITAl ... 22
Other (specify) 23
3rd- NGO Facilities:
ClINICS v 31
HOSPItAl ..o 32
UNRWA L 33
Al- Amal Center ........o.oviiii i, 34
Other (specify) 35
4th- Private Sector Facilities:
Private Sector CliniCS .......cove i 41
Laboratories/ X-Ray ........cocvviiiiiiiiiiiieee e 42
Private Hospital ...........cccoovviii i 43
Pharmacies .........ooovvi i 44
Other (specify) 45
5th- Other Facilities:
Arab MediCine ........couei i 51 Interviewer: if the
Other (specify) 52 response was only
Other Facilities or
F- Outsidethe Country 61 Outside the Country,
go to Q501
G- DK 98— | GotoQ501
Interviewer: Check (Q411), and after excluding the visitsto" other facilities', and " outside the country” , arrange the visits
mentioned in items (A-D) in (Q412) starting from thefirst visit
412 First Visit: Day
A- Name of Place: ..........vvvvvnnane. L1 | DAt .ovvveiei e e
Month
AdAress. .....oooeiiiiiiii
Second Visit: Day
B- Nameof Place: .............c.cceee. Date: ..o
Month
Address: .......coeeviiiiiiiii L1
Third Visit: Day
C- Nameof Place: ...........ccceuvneen. DAl ...vveiiiiiii i L1
Month L1 |
AdAress: ......ocoeviviiiiiiii
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First Visit

Interviewer: | would now liketo talk to you about your visit to ( name of place............ ) during the past 14
days
413 What was the name of theillness | Name of illness
that (....)wenttothehealthcare | ..o e,
provider for?
414 What is the main illness 1. Nameof illness
(diagnosis) that the health SErVICE | ....e e e
provider informed (....) that (....) | «oeie o s
had? 2. Nodiagnosiswasmade .............cc.ceeveveeninnnnnnn. 997
3. DK i e 998
415 After how many daysof beingill | Sameday of illnessonset ............cocveeviiiiiiiiie e 1
did (....) visit ahealth service Second day of illnessonset ...........cciveviiiii e, 2
provider? (B-7) dayS ..o 3
(8-14) daYS .. eev et 4
DK e 8

Interviewer: Check (Q412 A), if the health service provider was a phar macy, go to Q418

416 During this visit, did you receive Yes No DK
any of the following health and/ 1. Physical examination ...........c.cooviiiiieiii e 1 2 8
or curative services? 2. Referra ..., 1 2 8
3. Labtest/ X-Ray ...oooviviiieiiiice i e 1 2 8
4. Ultrasound / TV oo e e 1 2 38
5. CTScan/ECG/MRI ....coivviiiiiiiiiiiiiiiiiieiiciien 1 2 )
6. MediCation .......coooviiiii i 1 2 38
7. Surgey ... LR TR PRPRRES 1 2 8
8.  Other (specify) 1 2 3
Interviewer: If the response of code (7) (surgery) in Q416 is code (1) continue, otherwise go to Q418
417 | Was(....) admittedto @ahospital | YES .. eeiuutiiiiiiiit et e e e e 1 — | Goto Q442
for 24 hrs or more during this
visit? o PP 2 | Continue
418 Did you pay any amount from
YOUur private income Or froM ONE | Y BS ..t ittt et e et ettt e aeeeeae 1—» | Continue
of your household members
income for any health or 1N PPN 2
treatment servicesthat (....) DK e 8 Go to Q420
received?
419 Can you tell me the amount that Dinars Fils
was paid for (.....)'s treatment? XXXX XXX
A- Total amount paid during this Lo AMOUNE et e e e e e
visit 2. DK o (19998 998)
Doctor fees 2N ¢ o0 o |
B- 2. DidNOtPay . .oeovieieniie e e e (0000 000)
3. Didnot receivethisservice ................ (9997 997)
4. DK i (9998 998)
Medication Lo AMOUNE: oo
C- 2. DidNOtPay ....oovveeeeiieeeiiiee e (0000 000)
3. Didnot receivethisservice ................ (9997 997)
4. DK i (9998 998)
X-Ray / Lab tests 2N ¢ o0 o | o
D- 2. DidNOtPaY ...ovvvvveeeeeeeiiiiiiieeenn, (0000 000)
3. Didnot receivethisservice ................ (9997 997)
4. DK i (9998 998)
Other expenses (specify) R N 11 o 1 | O
E- 2. DidNOtPaY ...oovveeeeeieeeeeee (0000 000)
3. DK ittt (9998 998)
420 Did you receive any financial =T 1 —» Continue
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stance or donations from any

individuals outside the household, | NO .....ooeiiini i e e 2
(or any other party) in order to
cover the costs of any health DK 8 Go to Q423
servicesreceived by (.....) during
thisvisit?
421 For what purpose (services) were | DOCIOr FEES .........vvvviiii i 1
these donations or financial MediCINe ....ceee e 2
assistance? TS e 3
OthEr .o 6
(Multiple reasons allowed) Purpose not specified .............coovviiiiiii i 7
DK et 8
422 | Approximately what was the amount (iN DINArSs) ..........vvueeereeevvevnninnnns [ I
amount of financial DK 9998
assistance/donations you
received?
423 Was any amount paid for Y S i 1 » Continue
transportation from your own
income or fromtheincomeof any | NO ..ot 2
of your household membersin
order to get to and fromthehealth | DK ... e 8 Go to Q425
facility?
424 Approximately how much did Dinars Fils
you pay for transportation? XXX XXX
Amount (INDINArS) ....o.vviieiiiiee e e e e
DK ittt e 998 998
425 Isthere any government health Y S 1 > Continue
center closetowhere (....) lIVES? | NO ..ot 2
[ P PPTPPT 8 Go to Q428
426 Isthis facility the health center Y S i e 1 Go to Q428
that the patient went to? HOMEVISIt. ..o e e 2 Go to Q429
N O Lttt e e e 3 —Jp | Continue
427 Why didn't this patient go to the Poor quality SErVIiCeS .......ceiviii e 1
health center present, (close to) Required servicesunavailable ..................o.ooenni 2
your residential area/ Not insured at facility ..........coovieiii i e, 3
neighborhood? Facility's opening hours unsuitable ......................... 4
HIgh COSt ..uvnee e 5
(Multiple reasons allowed) DiStaNCe. .. vt et et 6
Longwaiting hours ..........oooeviiiiie i e 7
Mistreatment of patientS.............ccooeviiviiiviineeennn. 8
Thecaseisnotrealy urgent ............ccoeevieiinnnnn 9
Other (specify) 20
DK ettt e 98
428 Why was this health facility Closeness of faCility ........cooveriiiiiiii e 1
selected for the treatment of Reasonable Cost ........vveieiiiie e 2
(....)? Good treatment of patients.............cooeevviiieiiiiien e, 3
Specified by INSUraNCe .........ccvviiiiiiieie e 4
(Multiple reasons allowed) Specialization of health providers...................oeeiis 5
Other (specify) 20
DK et 98
429 Did (....)'s health improve after IMProved ......ooviie 1
thisvisit to the health service Improved slightly ..., 2
provider or did (....) remainiill? NO IMProVEMENt .........vveeiiie e, 3
Required diagnostic tests ...........coevveevivenineennn. 4
(Only one response) Requiresavisittoaspecialist ............coceeveenen. 5
Other (specify) 7
K 8
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430 Did the health service provider Y B i s 1
explain the treatment or provide
any follow-up advice? NO e 2
DK ettt et 8
Interviewer: Check (Q412A) if thefirst visit was" to a pharmacy” , go to Q442, otherwise continue
431 Did (....) have health inSUranCeto | Y&S ....c.ovuiiii i 1 > Continue
cover the costs of (....)'svisit to
this health facility? NO Lo 2
DK ittt ittt e 8 Go to Q435
432 Which type of health insurance MOH Lo 1
did (....) haveto cover thisvisit? | RMS ... e 2
JUH Lo 3
UNRWA L 4
Private ......ooiiiiiii 5
Other (specify) 7
433 Did thisinsurance partially or
completely cover the costs of this | Partial coverage..........cooovviiiiii i, 1 —p Continue
visit? Full coverage ........ovvie e 2
NO COVEIaZE .. ..vvieeii et e e 3
DK 8 Go to Q435
434 What percentage of the costs of Percentage .........ccoooveviiiii i, %
this visit was covered by the L1 |
health insurance? DK e 98
435 Interviewer: Check (Q426) if theresponse was " home visit", go to Q442 L
436 Did (....) need to make an Y S it 1
appointment with the health NO L 2
service provider? DK e 8
437 How long did (...) have to wait
until (...) saw the health service | Time duration: .............ccooeeeeeieeireineeneennnn Minutes L1 |
provider?
Record time in hours and DK oo 98 Hour L1 |
minutes.
If DK , Record 98 in hours box
438 Woas the medical examination Y S i e 1
conducted in a private room/ NO L 2
isolated/ private location? DK e 8
439 Wasthe cleanliness of thehealth | Good ..............coeiviiiiiiii e, 1
facility good, acceptable, or not Acceptable .....c.ooeiiii 2
clean? NOtClEean ......coovvviiiie e 3
DK ottt 8
440 In your opinion, was the L€ 7ol o I 1
treatment of the staff that you Acceptable ..o 2
dealt with at the health facility POOT ettt 3
good, acceptable, poor? DK e 8
441 Did the health service provider Enoughtime ........ccooveiiiii e, 1
spend enough time with (....) in No enoughtime ...........c.coooiiiiii i 2
order to treat hisillness? DK it e 8
442 Interviewer: Check (Q412 B) |
Second visittook place ...........ocoviieinis 1 Continue
NO SECONA VISt ..vvveeieii e e, 2 —p» Go to Q501
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Second Visit

Interviewer: | would now liketo talk to you about your second visit to ( name of place............ ) during the
past 14 days
443 What was the name of theillness | Name of illness
that (....) wenttothehealth care | ... e
provider for?
444 What isthe main illness 1. Nameof illness
(diagnosis) that the health SEIVICE | ...viieiie i e e e
provider informed (....) that (....) | «oiri
had? 2. Nodiagnosiswasmade ...........ccoeveiiiiniiininnns 997
3. DK ittt e 998
Interviewer: Check (Q412 B ), if the health service provider was a pharmacy, go to Q447
445 During thisvisit, did you receive Yes No DK
any of the following health and/ 1. Physical examination .............ccocoiiiiieiiiiie e, 1 2 8
or curative services? 2. ReEfarra ..o 1 2 8
3. Labtest/ X-Ray ...ooviieiiieiiie e 1 2 8
4. Ultrasound / TV ..o 1 2 8
5. CTScan/ECG/MRI ..ot 1 2 3
6. MEdICaliON ...t e s 1 2 3
7. Surgery ... TP TRTPPTRTNS 1 2 8
8.  Other (specify) 1 2 3
Interviewer: If the response of code (7) (surgery) in Q445 is code (1) continue, otherwise go to Q447
446 Was(....) admitted to a hospital Y B it 1—p | GotoQ46l
for 24 hrs or more during this
visit? NO Lot e e e 2 —% | Continue
447 Did you pay any amount from
your private income or from one Y B e e 1y Continue
of your household members
income for any health or NO e 2
treatment servicesthat (....) DK e 8 Go to Q449
received?
448 Can you tell me the amount that Dinars Fils
was paid for (.....)'s treatment? XXXX XXX
A- Total amount paid during this Lo AMOUNE: .ot
visit 2. DK o (19998 998)
Doctor fees Lo AMOUNE: coeitiit it ittt et e e e e e
B- 2. DidNOtPay ..ocvvevveeiiiiiie e (0000 000)
3. Didnot receivethisservice ................ (9997 997)
4. DK i (9998 998)
Medication Lo AMOUNE Lo e e e et e e e e e
C- 2. DidNOtPay «.ovvvvveieeiiieeiieee e (0000 000)
3. Didnot receivethis service................. (9997 997)
4. DK i (9998 998)
X-Ray / Lab tests Lo AMOUNL oot e e e e e e
D- 2. DIidNOtPaY ..coooeveeeeeeeeeeeie e, (0000 000)
3. Didnot receivethisservice ................ (9997 997)
4. DK i (9998 998)
Other expenses (specify) Lo AMOUNE: Lot e e e e e
E- 2. DIdNOLPAY cvvveeeeeee e, (0000 000)
3. DK oo (9998 998)
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449 Did you receive any financial Y S 1—p Continue
assistance or donations from any
individuals outside the household, | NO .....oiiiii i e 2
(or any other party) in order to
cover the costs of any hedth DK e 8 Go to Q452
services received by (...) during
thisvisit?
450 For what purpose (services) were | DOCLOr FEES .......c.vvuviiiii i e 1
these donations or financial MediCINe ....ceie e 2
assistance? TS ettt e 3
OthEr .o e 6
(Multiple reasons allowed) Purpose not specified ...........ccoeviieiiiii 7
DK et 8
451 | Approximately what was the Amount (iN DINArSs) .........ovvveeeeveevveinninn [ I
amount of financial assistance/ DK e 9998
donations you received?
452 Was any amount paid for Y S i 1 > Continue
transportation from your own
income or fromtheincomeof any | NO ..ot 2
of your household membersin
order to get to and fromthehealth | DK ... e 8 Go to Q454
facility?
453 Approximately how much did Dinars Fils
you pay for transportation? XXX XXX
Amount (INDINArS) ....o.vviieiiiiee e e e e
DK ittt e 998 998
454 Why was this health facility Closeness of faCility .........oovuviieiii i, 1
selected for the treatment of (...)? | Reasonable Cost .........oiieiiii i, 2
Good treatment of patients............cooveiiiiiiiiiiiii s 3
(Multiple reasons allowed) Specified by INSUrANCE .........ocviviii e 4
Specialization of health providers ..............cccoviieiien 5
Other (specify) 20
DK et 98
455 Did (...)'s health improve after IMProved ... 1
this visit to the health service Improved slightly ..., 2
provider or did (....) remainiill? NO IMProvement ............ocovevieiie i 3
Required diagnostic tests. .. .......oovvvvviiiniieeene, 4
(Only one response) Requiresavisittoaspecialist ...........ccovvviiiiinnn. 5
Other (specify) 7
DK et 8
456 Did the health service provider Y B i s 1
explain the treatment or provide
any follow-up advice? NO e 2
DK ittt e 8
Interviewer: Check (Q412 B) if the second visit was" to a pharmacy” , go to Q461, otherwise continue
457 Did (....) have health inSUranCeto | Y&S ....c.ovuiiiii i e 1 > Continue
cover the costs of (....)'svisit to
this health facility? NO e 2
DK ittt ettt 8 Go to Q461
458 Which type of health insurance MOH Lo 1
did (....) haveto cover thisvisit? | RMS ... i 2
JUH L 3
UNRWA L 4
Private ... ..o 5
Other (specify) 7
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459 Did thisinsurance partially or
completely cover the costs of this | Partial coverage.............cooiiiiiiiii i 1 —p Continue
visit? Full coverage ........oevvveiee i 2
NO COVEIage. .....vv e e e e 3
DK 8 Go to Q461
460 What percentage of the costs of Percentage ........ccooove v, %
this visit was covered by the L1
health insurance? DK e 98
461 Interviewer: Check (Q412 C) Third visittook place .........ocovvvviiiiiiii e 1 p Continue
NO tIFA VISt ..o ovoe oo 2 —» Go to Q501
Third Visit
Interviewer: | would now liketo talk to you about your third visit to ( name of place............ ) during the
past 14 days
462 What was the name of theillness | Name of illness
that (...) wenttothehealthcare | ..o e
provider for?
463 What isthe main illness 1. Nameof illness
(diagnosis) that the health SErVICe | ....coeriei e
provider informed (...) that (....) | «oriroe s
had? 2. Nodiagnosiswasmade ...........coovviiiiineiininnns 997
3. DK ittt i e 998
Interviewer: Check (Q412 C), if the health service provider was a pharmacy, go to Q466
464 During thisvisit, did you receive Yes No DK
any of the following health and/ 1. Physical examination ............ccooeeiiiiieiiine e, 1 2 8
or curative services? 2. Referral ..o 1 2 8
3. Labtest/ X-Ray ...ovieiiieii e 1 2 8
4. Ultrasound/ TV ..ooouiniiiiie e e e 1 2 8
5. CTScan/ECG/MRI ...cviiiiiiii i, 1 2 3
6. MEAICAHION ....c.eiv it 1 2 8
T SUIGEIY vttt et e e et e e e e e 1 2 8
8. Other (specify) 1 2 3

Interviewer: If theresponse of code

(7) (surgery) in Q464 is code (1) continue, otherwise go to Q466

465 Was (...) admitted to a hospital Y S e e 1 p | GotoQ501
for 24 hrs or more during this
visit? N ittt et 2_> Continue
466 Did you pay any amount from
your private income or from one Y B i e 1Ly Continue
of your household members
income for any health or N O e e 2
treatment services that (....) DK 8 Go to Q468
received?
467 Can you tell me the amount that Dinars Fils
was paid for (.....)'s treatment? XXXX XXX
A- Total amount paid during that L AMOUNL: ...
visit 2. DK o (19998 998)
Doctor fees Lo AMOUNE: cotititt ittt e e e e
B- 2. DidNOtPay ...covvvvivriiriiniiriiiiiiianns (0000 000)
3. Didnot receivethisservice ................ (9997 997)
4. DK i (9998 998)
Medication L AMOUNE: Lo e e e
C- 2. DidNotpay .....covvveveiieeeiieeeeeena, (0000 000)
3. Didnot receivethisservice ............... (9997 997)
4. DK i (9998 998)
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X-Ray / Lab tests 2N ¢ o0 o | P
D- 2. DidNOtPay ....c.vvvveviieiieiiiiiine e (0000 000)
3. Didnot receivethisservice ............... (9997 997)
4. DK i (9998 998)
Other expenses (specify) R N 11 o 1 | P
E- 2. DidNOtPAY «.vvvvevrernietiriiniiriiiienneen (0000 000)
3. DK ittt e (9998 998)
468 Did you receive any financial Y S e 1—»p Continue
assistance or donations from any
individuals outside the household, | NO .....ooviiiiii e 2
(or any other party) in order to
cover the costs of any health DK o 8 Goto Q471
servicesreceived by (.....) during
thisvisit?
Q No. | Question Randomly Selected Individual
469 For what purpose (services) were | DOCLOr FEES .......cuvvuviiiii e e 1
these donations or financial MEdICINE ... 2
assistance? TESES oottt ettt 3
Other ..o 6
(Multiple reasons allowed) Purpose not specified .......c.ccoeeevieiiiiiiiiinnn 7
DK ottt 8
470 | Approximately what was the Amount (INDINArs) ..........cvveeeeevivieeeeeiinnnnn, L1 1 1 1
amount of financial assistance/ DK et 9998
donations you received?
471 Was any amount paid for YOS i, 1 » Continue
transportation from your own
income or fromtheincome of any | NO .......oi i e 2
of your household membersin
order to get to and fromthe health | DK .........oiiiiiii e 8 Goto Q473
facility?
472 Approximately how much did Dinars Fils
you pay for transportation? XXX XXX
Amount (INDINArs) ........oeeiiie it
DK ittt ittt 998 998
473 Why was this health facility Closeness of facility .........vvviiii i 1
selected for the treatment of Reasonabl@ COSt ........uve e 2
(....)? Good treatment of patients...........cccoeveiiviiiiiieiiia s 3
Specified by INSUraNCe ..........cvviviiiiiei e 4
(Multiple reasons allowed) Specialization of health providers................cooeeveinen. 5
Other (specify) 20
DK ettt e 98
474 Did(.....)'s health improve after IMProved ......ooviie 1
thisvisit to the health service Improved slightly ..., 2
provider or did (.....) remainill? NO IMPrOVEMENt ... ceovvie it v e 3
Required diagnostic tests.............ooveviiieeinnneene. 4
Requiresavisittoaspecialist ............coceeveenen. 5
(Only one response) Other (specify) 7
DK et 8
Module 3 - NHA Training Manual — Handouts H-96




475

Did the health service provider
explain the treatment or provide
any follow-up advice?

Interviewer: Check (Q412 C) if thethird visit was" to a pharmacy"”, go to Q461, otherwise continue

476 Did (....) have health inSUranCeto | Y&S ....c.ovuiiii i Continue
cover the costs of (....)'svisit to
this health facility? NO Lo
DK ittt ittt e 8 Go to Q501
477 Which type of health insurance MOH Lo 1
did (.....) haveto cover thisvisit? | RMS ... ... e, 2
JUH 3
UNRWA L 4
Private ......ooiiiiiii 5
Other (specify) 7
478 Did thisinsurance partially or
completely cover the costs of this | Partial coverage.............cocoiiiiiiiiiiiiiiiiinnan Continue
visit? Full coverage ........ovvie e
NO COVEIrage .....e et e
DK i Go to Q501
479 What percentage of the costs of Percentage .........ccoooveviiiii i, %
this visit was covered by the L1 |
health insurance? DK e 98
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5. Health Status

Q No. | Question Randomly Selected Individual
501 Line No. & name of individual Respondent/ Line No.
(from Q201 & 202) L1 |
Respondent / Name: .......coovviiiiiie e e
502 Line No. & name of individual Respondent/ Line No.
(from Q201 & 202) L1 1
Respondent / Name: .......oiiuiiiiiie e e e
503 Agein completed years
(from Q206) Age I
Interviewer: | would now like to ask some questions about (....)'shealth status
504 Has adoctor ever told you that
(....) hasor had any of the A) 1. Diabetes
following conditions? Y B ettt e 1—» Continue
NO L 2
DK 8 Goto (B)
2. Ishe till suffering from this condition?
Y S e 1
NO L 2
1st) 1. Heart Condition
Y B it 1—p Continue
NO L 2
DK 8 Goto(C)
2. Ishe still suffering from this condition?
Y S e 1
NO 2
2nd) 1. High Blood Pressure
(‘age 19 and above)
Y S i I > Continue
NO L 2
DK et 8 Go to Q504 B
2. Ishe still suffering from this condition?
Y S e 1
NO Lo 2
505A | Interviewer: Check (Q504), If therespondent responded Yesto any of the conditionsin Q504, continue
Yes No, DK
L] PR L
\ 4 \ 4
Continue Go to Q508
505B | During the previous 6 months, did | Yes............ccooooiviiiiiin i, 1—p Go to Q507
(vevenns ) visit a health service NO e 2 :t Continue
provider such as a Doctor, DK e 8 Goto Q505 A
Pharmacist, Nurse, ...€tc, for this
condition?
506 Why didn't (.....) visit any health | Problem not dangerous ..............oevieiee i,
service provider for this health High COSt Of Care........ovviiiie i
condition? Declinein the quality of SErvViCeS ........coeiiiiii i 3
NOTIME .o e 4
(Multiple reasons allowed) Fear of discovering a serious condition...... ...........cccoeeeennn..
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Couldn't get an appointment with the Doctor.. ...................... 6
Longwaiting time ..ot e e 7
Poor treatment by health workers/ staff ..., 8
(@[ oo o ] 1o o RN 9
Used previous MmediCing.........co.vvverviiiis e e e 10
Other (specify) 20
Interviewer: Goto Q 508
507 Wheredid (....) seek treatment, 1st- Government Facilities:
(starting from the first place (....) Health Center ........coooeiiiiii e 11
went to?) Comprehensive Health Center..............cooovieein . 12
MCH e e 13
MOH HOSPItal ....vnveneen it 14
(Multiple reasons allowed) JUH 15
Other (specify) 16
2nd-RM S Facilities:
ClNICS v e 21
HOSpItal ... 22
Other (specify) 23
3rd- NGO Facilities:
ClINICS vt 31
Hospital ..o 32
UNRWA L 33
Al-Amal Center ...t 34
Other (specify) 35
4th- Private Sector Facilities:
Private Sector CliNiCS ......o.oveiiiie i 41
Laboratories X-Ray .......ccoeviiiieiiiiieiiiiecviieeeenann 42
Private Hospital ............coooiii i 43
Pharmacies ...... ..o 44
Other (specify) 45
5th- Other Facilities:
Arab Medicing ..o 51
Other (specify) 52
E- Outside the Country 61
G- DK 98
508 Apart from the conditions
mentioned previously iN Q504 A, | Y BS .ot ittt et 1 > Continue
did (.....) suffer from any other N O e 2
health condition(s) which lasted DK o 8 Goto Q517
continuously for (3) months or
more during the past 12 months?

Interviewer: If theindividual cites morethan one health condition, ask only about the last illness or
condition which affected thisindividual continuoudly for (3) months or more during the previous (12)

months

509 Wheat is the name of theillness Name of illness
(....)suffersor suffered from? | oo

510 Was thisillness/ condition Y S ittt s 1—»> Continue
diagnosed by a doctor? NO e 2

DK o 8 Go to Q512
511 What is the name of the illness/ Name of illness
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condition that the Doctor

informed you that (.....) had? L1 1 1
512 When did (......) develop this Month L1 |
illness? Date:
Y ear
513 Is(.....) still suffering from this Y B e s 1
iliness (name of illness)? NO ot 2 L1 1 1
DK it e e 8
514 During the period of (6) months Y 5 e e 1—» Go to Q516
did(.....)vistany heathservice | NO ....coovviiiiii i, 2—p Continue
provider such as a Doctor, DK o, 8 I Goto Q517
Pharmacist, Nurse... .etc, for this
health condition?
506 Why didn't (...... ) visit any health | Problem not dangerous.............coooovives oo 1
service provider for this health High COSt Of Care.......covviiiiii e 2
condition? Declinein the quality Of SErvices ..........coovvviviiiiiineneecinn, 3
NO M ...ttt et e e e e 4
Fear of discovering aserious condition..... ..........c..ccoveeveinne 5
(Multiple reasons allowed) Couldn't get an appointment with the Doctor ...................... 6
LongWaiting time. .......c.oiiieiiii e e 7
Poor treatment by health workers /staff ....................eiis 8
[©/ 1 oo 4 o 1 1o o FEU PP 9
Used previous mediCine ........o.veieie i e e 10
Other (specify) 20
Interviewer: Goto Q 517
516 Wheredid (...... ) seek treatment, | 1st- Government Facilities:
(starting from the first place (....) Health Centers .......c.oovviiiiiiiiie e e e 11
went to?) Comprehensive Heath Center.............oooeveiieiinnnnnnn. 12
MCH. e e 13
MOH Hospital .......iee i 14
(Multiple reasons allowed) JUH o 15
Other (specify) 16
2nd-RM S Facilities:
ClINICS .ttt e 21
HOSpItal ..o 22
Other (specify) 23
3rd- NGO Facilities:
ClNICS e 31
HOSPItEl ... 32
UNRWA L e e e 33
Al- Amal Center .......coviviiiiiiiiee e 34
Other (specify) 35
4th- Private Sector Facilities:
Private Sector ClNICS ........ovveiieii e 41
Laboratories X-Ray .......cooveiiiieiiiii i 42
Private Hospital ..........cooiveiiiiiini e 43
Pharmacies ........c.coo oo 44
Other (specify) 45
5th- Other Facilities:
Arab MediCine .......cooeuiii i 51
Other (specify) 52
F- Outsidethe Country 61
G- DK 98
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517 Does(....... ) take any medication | YES........oooovviiiiiiiiiiiii 1 —> Continue
asaregular basis for any health NO e 2
condition? DK 8

Go to Q520
518 Why does(...... ) take this L
medication?
2
(Maximum = three reasons)
T
Ll |

519 How much does this medication Dinars Fils

cost monthly? XXX XXX
Amount (INDINArS) ...o..vvvee e e,
DidNOt Pay .. cvvvee e e 000 000
DK ettt e 998 998

520 In general, how would you Better .o 1
describethe health status of (....) | SIMilar .......oeiiii i, 2
compared with individuals of the | WOrse...........oii i 3
same age? DK e 8
(one response only)

521 During the previous three months,
has/ have (.....) experienced any Y B ittt e —> Continue
accident which prevented (....)
from conducting usual daily NO e 2
activities (such as going to school
or to work) for 7 days or more DK 8 Goto Q524
continuously?

522 What was the cause/ causes of ACCIAENt ... 1
this? BUM CASE ....eiiie 2

Swallowing chemicalS...........coovviii i, 3
Swallowing medicine ...........ccoooviiiiiii i 4
(Multiple reasons allowed) POISONING CaSE ... evi i 5
Faling Case ......oive i 6
Other (specify) 7

523 Did thisinjury cause any Y S e 1

permanent disability? NO e 2
DK ittt 8

524 Does(.....) haveany illnessor YES o I—p Continue
condition which requiresregular | NO ...t 2
visits to the health service DK e 8 Go to Q528
provider?

525 What is the name of this CaseName: ....coviiiiiiiie e,
condition?

(if the respondent mentioned Case Name: ....oovvie i,
more than one condition, record

the most important two

conditions)

526 Does(...... ) undergo regular Y S e 1 > Go to Q529
visitsto the health facilities for NO o 2 :t Continue
this condition? DK o 8 Go to Q528
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527 Why doesn't he undergo regular Problem not dangerous............voviviieiie cee i 1
visits to the health service High cost Of Care.........ooviniiiiii e 2
provider? Declinein the quality of SErViCeS .........cooveviiiiiiiiiii e 3
NOTIME .o e e e 4
Fear of discovering aserious condition..... ...........c.vovvvieeennn 5
(Multiple reasons allowed) Couldn't get an appointment with the Doctor ..........c...coeeenee 6
LongWaiting time........covuuii it e e 7
Poor treatment by health workers/ staff ..............cc.ccoeeiien. 8
OldIINESS .. e 9
NOTNSUFANCE. .. et eeeet et et et e e e e e e 10
Other (specify) 20
DK e 98
528 During the past 12 months, did Y S 1
(....) require health care which NO 2
had to be postponed or denied for | DK ... 8
financial reasons?( i.e., dueto
lack of finances, income)
529 During the past 12 months, did Y S et 1
the doctor prescribe medication NO e 2
for (...), which had to be DK 8
postponed for financial reasons?
(i.e., dueto lack of finances,
income)
530 | Has(....) been admitted to a Y O e 1—» Go to Q601
hospital for 24 hours or more, NO ot 2
during the past (12) monthsinside | DK .....ooviiiiiiiiie i e e e 8 Goto Q701
Jordan?
Module 3 - NHA Training Manual — Handouts H-102




6. Inpatient Episodes

Interviewer: | would now like to ask you some questions about inpatient episode(s)

Q No. | Question

601 Line No. & name of individual Respondent/ LineNO............cocoeiuieennn.
(from Q201 & 202)
Respondent / Name: .........ccocoevvevinnnnnnn.

602 Line No. & name of individua Respondent/ LineNoO..............ccevee e,
(from Q201 & 202)

Respondent / Name: .............cccoeeeene.
603 Is(.....) inthe hospital at the Ye | Np_|
present time? v v
Interviewer: exclude this episode and continue continue
604 How many timeswas(....) 1. No.of admissions: ................ceunneee L
admitted to the hospital during
the previous 12 months? 2. DK 8 L]

605 | Interviewer: If the member isstill a hospital inpatient, exclude this episode, and ask about
his previous admissions if present, or else goto section (#7 L

606 Were dl the admissions to the Yes, thesame hospital ..........c..ccevennne. 1
same hospital? NO e 2
DK ittt ettt 8
Interviewer: continue and ask about the last (3) inpatient episodes, starting from the last admission
607 Admission No. Last Admission Admission before First
Last Admission of
Three
Admissions
608 Name of Hospital that (.....) was admitted to?
609 Location of hospital? L ocation: L ocation: L ocation:
L L | L L | L L |
610 What was the main reason (.....) Hiness.. ........c........ 1 1 1 1
was admitted to the hospital ? Surgery ..ooeeennenn. 2 2 2 2
Monitoring............. 3 3 3 3
(one response only) Continue
Delivery................ 4 4 4 4
Diagnostic tests....... 5 5 5 5
Accident /emergency.6 6 6 6
Other (specify) 7 7 7 7
Go to Q612
611 What was the illness of surgery? | Iliness
L L | L L | L L |
612 In what month / year was (....... ) | Month ................. M M M
admitted to the hospital ? B B B
Year coooovviiiiieiinnnn,
DK .iiiveiiiinens 98 98 ‘rJ L1 1| YI L1 1| R
613 Did(.....) havehedthinsurance | Yes....l1_p continue 1 1 1
to cover hospital costs? No.....2 2 2 2
DK ....8 goto Q617 8 8 8
614 Type of insurance? MOH .......coceeann. 1 1 1 1
RMS............ooee. 2 2 2 2
(Multiple reasons allowed) JUH . 3 3 3 3
UNRWA ......cooeeee 4 4 4 4
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Private Insurance.....5 5 5 5
Royal Court/PM
transfer................ 6 6 6 6
Other (specify)__ 7 7 7 7
615 Did the insurance cover the Partial coverage....1 1 1 1
costs of the services(.....) Continue
received, partially or fully, Full coverage .......2 2 2 2
during (.....)'sstay inthe No coverage......... 3 3 3 3
hospital ? DK ..o, 8 8 8 8
Go to Q617
616 What isthe percentageof the | 1. Percentage.........
costs of treatment and 2. DK...... 998 L1 1 | L1 1 | L1 1 |
hospital stay were covered by
the insurance?
617 Was thisillness inpatient Yes No Yes No Yes No
episode covered by/ through 1. MOH hedth
any of the following insurance for
specificillnesses
(i.e.: Cancer)... 1 2 1 2 1 2
2. MOH hedth
insurance for NAF
beneficiaries.... 1 2 1 2 1 2
3. MOH hedth
insurance through
the Royal Court.... 1 2 1 2 1 2
4. MOH health
insurance through
thePM ......... 1 2 1 2 1 2
618 Did you pay any amount from | Yes...1 P continue 1 1 1
your persona income or from | No.....2 2 2 2
any household member's DK....8 8 8 8
incomefor (....)'sstay inthe
hospital ? Go to Q620
619 How much was paid for the XXXXX XXXXX XXXXX
following:
A- Tota Amount 1. Amount.........
2. DK.... 99998
B- Accommodation 1. Amount..........
(Room & Board) 2. Didnot
pay......(00000)
3. DK ....(99998)
C- Surgery 1. Amount..........
2. Didnot
pay......(00000)
3. DK ....(99998)
D- Doctor Fees 1. Amount..........
2. Didnot
pay......(00000)
3. DK....(99998)
E- Anesthesiologist 1. Amount..........
2. Didnot
pay......(00000)
3. DK ....(99998)
F- Lab tests/ X-Ray 1 Amount..........
2. Didnot
pay......(00000)
3. DK....(99998)
G- Medicine & Medical Supplies | 1. Amount..........
2. Didnot
pay......(00000)
3. DK ....(99998)
H- Companion 1. Amount..........
2. Didnot
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pay......(00000)
3. DK.....(99998)

|- Other (specify) 1. Amount.........
2. DK..... 99998
Admission No. Last Admission Admission First of Three
before L ast Admissions
620 Apart from the insurance that
was discussed earlier or any Yes....1 continue 1 1 1
other assistance that was No......2 2 2 2
mentioned earlier, did another | DK.....8 8 8 8
individual, or another party Go to Q623
assist in paying the hospital
expenses?
621 Who assisted with these Relative excluding
expenses? household members....1 1 1 1
(Multiple responses allowed) | Non-
Relatives................. 2 2 2 2
Other parties 3 3 3 3
(specify)
622 What was the amount paid by
(e )? 1. Amount............ I I I I I
2. DK..ooovin 9998
623 Who referred (....... ) to the Practitioner.............. 1 1 1 1
hospital ? Specialist ............... 2 2 2 2
(one response only) Self referral ............. 3 3 3 3
Other (specify) 7 7 7 7
624 How many nightsdid (.....) 1. No.of
stay in the hospital ? Nights..........
2. DK .oovrrrene, 98 (I (I L1 |
I nterviewer: Q625- Q628 apply to individuals who have had only one admission.
625 Did(.....) receive any medical
services or treatment for (....) | Yes.....1 —p continue 1 1 1
condition in thethree months | No ...... 2 2 2 2
prior to being admitted to
hospital ? Go to Q629
626 From wheredid (...... ) Doctor ........c..coneee 1 1 1 1
receive these s